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ABSTRACT 


Title  of  Thesis:  Predicting  Outcome  in  Patients  with  Work-Related  Upper 

Extremity  Disorders:  A  Prospective  Study  of  Medical,  Physical, 
Ergonomic,  and  Psychosocial  Risk  Factors 
Grant  D.  Huang,  Master  of  Science,  1999 
Thesis  directed  by:  Michael  Feuerstein,  PhD. 

Professor 

Departments  of  Medical  &  Clinical  Psychology  and 
Preventive  Medibine  &  Biometrics 

Although  predictors  of  work-related  upper  extremity  disorders  (WRUEDs)  have  been 
identified,  little  is  known  about  what  predicts  clinical  outcomes  in  patients  who  already 
have  this  problem.  The  present  investigation  prospectively  examined  workers  with 
WRUEDs  (n  =  70)  over  a  3  month  period.  A  baseline  questionnaire  was  used  to  assess 
demographic  characteristics,  occupational  status,  medical  history,  symptoms,  physical 
function,  ergonomic  risk  exposure,  work  demands,  occupational  psychosocial  factors 
(c.g.,  job  stress),  social  support  (e.g.,  job  support),  and  individual  psychosocial  factors 
(e.g.,  general  distress,  reactivity  to  pain).  Logistic  regression  analyses  were  then 
conducted  to  predict  composite  outcome  status.  The  composite  outcome  measure 
included  symptom  severity,  functional  status,  mental  health,  and  lost  days  from  work.  At 
both  l  and  3  months,  ergonomic  risk  exposure  (1  month  RR  =  1.06, 95%  Cl  =  1.01  - 
1.11;  3  month  RR  =  1.08, 95%  Cl  =  1.01  - 1.15),  job  support  (1  month  RR  =  1.03,  Cl  = 
1.00  -  1.07;  3  month  RR  =  1.04,  Cl  =  1.01  - 1.08),  and  catastrophizing  (1  month  RR  = 
1.58,  Cl  s  1.12  -  2.23;  3  month  RR  =  1.81,  Cl =  1.24  -  2.66)  predicted  poorer  outcome. 
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Number  of  past  upper  extremity  diagnoses  (RR  =  1.71,  Cl  =  1.14  -  2.57),  baseline  SF-36 
Mental  Health  score  (RR  =  1.24,  Cl  =  1.01  -  1.54),  and  pain  severity  (RR  =  1.50,  Cl  = 
1.08  •  2.07)  also  predicted  outcome  status  at  1  month,  while  baseline  symptom  severity 
(RR  =  6.21,  Cl  =  1.28  -  30.09),  past  recommendation  for  surgery  (RR  =  5.53,  Cl  =  1.18  - 
25.86),  number  of  prior  treatments  (RR  =  2.24,  Cl  =  1.26  -  3.96),  and  job  stress  (RR  = 
1.21,  Cl  =  1.02  -  1.43)  were  additional  significant  predictors  at  3  months.  These  findings 
indicate  the  need  to  address  medical,  physical,  ergonomic,  and  psychosocial  factors  in 
efforts  to  improve  outcomes.  Furthermore,  it  is  suggested  that  an  organizational 
environment  that  encourages  a  coordinated  effort  from  employees  and  management 
should  also  help  improve  recovery  from  these  complex  disorders. 
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INTRODUCTION 


Work-related  upper  extremity  disorders  (WRUEDs)  impact  workers  and  work 
organizations  because  of  the  diverse  set  of  medical,  psychological,  legal,  social  and 
financial  challenges  that  they  can  present.  This  impact  is  further  magnified  considering 
that  a  wide  array  of  individuals  can  be  affected  and/or  involved  with  the  case.  In  addition 
to  the  worker  and  management,  physicians,  occupational/physical  therapists, 
ergonomists,  psychologists,  as  well  as  co-workers  and  family  members  may  also  be 
affected  by  the  sequelae  of  a  given  WRUED  case.  Over  the  past  few  decades,  empirical 
investigations  have  found  that  medical,  physical,  ergonomic,  and  psychosocial  factors  are 
correlated  with  and/or  predictive  of  these  disorders  (e.g.,  Armstrong  et  al.,  1993;  Bongers 
et  al.,  1993;  Hales  &  Bernard,  1996).  However,  it  is  less  clear  how  these  factors 
contribute  to  clinical  outcomes  once  a  worker  has  developed  a  disorder. 

Work-Related  Upper  Extremity  Disorders 

The  International  Labor  Organization  Advisory  Committee  on  Salaried  and 
Professional  Workers  noted  that  "repetition  strain  injuries"  were  an  occupational  problem 
related  to  mechanized  work  during  the  1960s  (Chatterjee,  1987).  In  the  1980s,  marked 
increases  in  the  incidence  and/or  prevalence  of  these  problems  were  reported  in  Australia 
(Hocking,  1987),  Canada  (Ashbury,  1993),  and  the  United  States  (Hanrahan  et  al.,  1991). 
As  these  "repetition  strain  injuries"  received  greater  attention,  other  names  were  used 
synonymously  in  the  literature,  including:  cumulative  trauma  disorders,  repetitive  trauma 
disorders,  and  overuse  syndromes  (Geir  et  al.,  1991).  However,  these  descriptions  imply 
a  causal  mechanism  (i.e.,  repetition,  overuse)  that  has  not  yet  been  definitively 
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established.  One  term  that  does  not  suggest  an  etiology  and,  therefore,  is  more 
appropriate  is  “work-related  upper  extremity  disorders.” 

More  precisely,  WRUEDs  stem  from  symptoms  and  functional  limitation 
associated  with  muscles,  tendons,  and/or  nerves  in  the  finger,  hand,  wrist,  elbow,  arm, 
shoulder,  and  neck  regions  (Feuerstein,  Huang,  &  Pransky,  1999;  Rempel  et  al.,  1992; 
Putz-Anderson,  1988).  Cases  typically  present  symptoms  of  pain,  tingling,  numbness, 
swelling,  and/or  tenderness  (Szabo  &  Madison,  1995;  Amadio,  1995;  Downs,  1997). 
Additionally,  while  definitions  for  what  constitutes  a  WRUED  may  vary,  some  of  the 
more  common  diagnoses  include:  carpal  tunnel  syndrome,  tendinitis,  tenosynovitis  (e.g., 
deQuervain’s  disease),  lateral  epicondylitis,  and  nerve  entrapment  syndromes  (Rempel  et 
al.,  1992;  Gerr  et  al.,  1991). 

WRUEDs  and  Their  Relation  to  Physical  and  Psychological  Health 

It  has  been  noted  that  individuals  with  work-related  upper  extremity  disorders 
continue  to  work  with  pain  (Feuerstein  et  al.,  1998).  However,  should  symptoms 
associated  with  such  disorders  persist,  functional  limitations  and/or  work  disability  may 
result  (Feuerstein,  Huang,  &  Pransky,  1999).  In  other  words,  a  worker  may  experience 
pain  and/or  other  symptoms  to  an  extent  that  he/she  can  no  longer  tolerate  them  and 
his/her  ability  to  work  becomes  impaired.  Should  this  impaired  ability  to  work  continue, 
the  worker  may  eventually  become  disabled. 

In  addition  to  physical  health  considerations,  the  psychological  health  of  WRUED 
patients  also  deserves  attention.  Anxiety  disorders  were  found  to  be  the  most  prevalent 
DSM-QIR  (American  Psychiatric  Association,  1987)  diagnosis  in  a  sample  of  carpal 


3 


tunnel  syndrome  patients  who  sought  treatment  from  an  orthopedic  hand  surgeon  (Mathis 
et  alM  1994).  In  a  study  of  sign  language  interpreters,  a  fear  of  developing  pain  was 
associated  with  the  presence  of  an  upper  extremity  disorder  and  also  had  an  impact  on 
function,  pain  and  perceived  muscle  tension  while  at  work  (Feuerstein  et  al.,  1997). 

While  causality  cannot  be  established  from  the  designs  of  these  studies,  the  findings 
highlight  the  importance  of  addressing  both  physical  and  psychological  health  aspects  in 
patients  with  WRUEDs. 

Additional  Impact  of  WRUEDs 

In  addition  to  the  physical  and  psychological  impact  on  the  worker,  WRUEDs  can 
also  have  significant  organizational,  financial,  social,  and  legal  impacts.  Recent  Ham 
reported  by  the  Bureau  of  Labor  Statistics  (1999)  indicated  that  over  419,000  upper 
extremity  injuries/illnesses  involved  days  away  from  work  in  1997.  According  to  the 
same  data,  carpal  tunnel  syndrome  and  tendinitis  accounted  for  about  47,000  of  these 
cases.  Reports  have  also  indicated  that  mean  costs  for  upper  extremity  disorder  cases  can 
range  between  $8,000  to  $10,000  (Webster  &  Snook,  1994;  Brogmus  &  Marco,  1992). 

In  1989,  it  was  estimated  that  all  compensable  upper  extremity  disorders  in  the  United 
States  cost  approximately  $563  million  (Webster  &  Snook,  1994).  From  a  legal 
perspective,  impairments  of  the  upper  extremities  (i.e.,  arm,  shoulder,  hand,  cumulative 
trauma  disorders,  carpal  tunnel  syndrome)  were  found  to  be  the  fourth  most  prevalent 
source  of  litigation  associated  with  the  Americans  with  Disabilities  Act  over  a  six-year 
period  (Huang  &  Feuerstein,  1998).  These  data  suggest  that  WRUEDs  consume  a  large 
amount  of  resources  at  several  levels.  Therefore,  it  would  seem  that  primary  and 
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secondary  prevention  efforts  that  address  WRUEDs  could  provide  substantial  benefits  to 
the  worker,  work  organization,  and  society. 

Towards  a  Multidimensional  Approach  to  Understanding  WRUEDs 

Presently,  a  combination  of  medical,  physical,  ergonomic,  and  psychosocial 
factors  is  theorized  to  contribute  to  the  development,  exacerbation,  and  maintenance  of 
work-related  upper  extremity  disorders.  Although  the  exact  mechanisms  by  which  these 
factors  interact  remain  unclear,  several  models  have  been  proposed  to  explain  this 
multidimensional  nature  and  to  provide  a  conceptual  framework  for  understanding 
WRUEDs.  Armstrong  and  colleagues  (1993)  have  suggested  a  dose-response  model  that 
focuses  on  mechanical  and  physiological  factors  and  also  notes  the  role  of  psychological 
factors.  According  to  this  model,  internal  doses  (e.g.,  tissue  loads  and  metabolic 
demands)  stem  from  external  exposure  to  work  requirements.  These  internal  doses 
subsequently  lead  to  internal  “disturbances”  (i.e.,  mechanical,  physiological,  or 
psychological)  that  in  turn,  produce  responses  such  as  changes  in  tissue  shape,  ion 
concentrations,  and  substrate  levels.  After  repeated  or  sustained  doses  and  responses,  an 
individual’s  capacity  to  adapt  to  the  internal  changes  may  be  enhanced  or  reduced.  It  is 
believed  that  when  this  capacity  is  reduced,  muscle,  tendon,  or  nerve-related  disorders 
result. 

In  a  model  of  work  disability  associated  with  occupational  musculoskeletal 
disorders  in  general,  Feuerstein  (1991)  has  suggested  that  such  disability  results  from  a 
complex  interaction  among  medical  status,  physical  capabilities,  work  demands,  and 
psychological/behavioral  resources.  More  specifically,  this  model  suggests  that  medical 
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status  variables  associated  with  the  musculoskeletal,  neurologic,  and  cardiovascular 
systems  influence  a  person’s  physical  ability  to  work.  These  physical  capabilities,  in 
conjunction  with  work  demands  (i.e.,  biomechanical,  aerobic,  and  psychological), 
determine  a  worker’s  ability  to  execute  a  given  job  task.  However,  discrepancies 
between  the  physical  capabilities  and  work  demands  reduce  the  likelihood  of  returning  to 
work  from  a  work-related  musculoskeletal  disorder.  Additionally,  the  model  also 
suggests  that  the  amount  psychological/behavioral  resources  available  to  the  worker  can 
also  moderate  the  discrepancy  between  physical  capabilities  and  work  demands.  Taken 
together,  this  model  proposes  that  medical,  biomechanical,  physical,  and  psychological 
factors  all  contribute  to  the  worker’s  ability  to  return  to  work  after  a  musculoskeletal 
injury  or  illness. 

Physiological /Medical  Factors 

Physiologically,  inadequate  blood  supply,  non-optimal  hydrogen  ion 
concentrations,  and  decreased  supply  of  adenosine  triphosphate  and  calcium  ions  are 
important  factors  that  contribute  to  muscle  fatigue  (Rodgers,  1997).  Additionally,  if  a 
worker  is  not  given  an  adequate  recovery  time,  symptoms  such  as  aching,  swelling, 
burning,  and  pain  may  arise  from  sustained  and/or  repetitive  efforts.  One  study  of 
workers  who  performed  a  standardized  machine-paced  task  found  that  higher  levels  of 
static  trapezius  muscle  activity  (measured  by  electromyographic  (EMG)  recordings)  were 
significantly  correlated  with  complaints  of  soreness,  fatigue,  or  pain  in  the  neck  and 
shoulder  regions  (Veiersted,  Westgaard,  &  Andersen,  1990). 
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Compression  of  the  median  nerve  at  the  wrist  can  also  result  in  symptoms  related 
to  carpal  tunnel  syndrome  (CTS)  (Dawson,  1993).  In  cases  of  CTS,  the  pressure  inside 
the  carpal  tunnel  can  increase  from  3  mm  Hg  to  30  mm  Hg  (Rempel,  Harrison,  & 
Barnhart,  1992).  Clinical  assessment  methods  for  CTS  include  Phalen’s  test,  Tinel’s 
sign,  and  determining  nerve  conduction  velocity  from  the  wrist  to  the  thenar  muscles 
(Dawson,  1993).  It  should  be  noted,  however,  that  there  is  not  a  “gold  standard”  in 
diagnosing  these  problems  (e.g.,  Baron,  Hales,  &  Hurrell,  1996).  In  an  investigation  of 
asymptomatic  workers,  median  sensory  nerve  conduction  studies  were  not  found  to 
predict  future  CTS-like  symptoms  (i.e.,  pain,  numbness,  tingling,  or  burning)  in  the  hands 
or  fingers  (Werner  et  al.,  1997).  Self-report  measures  of  symptoms  such  as  the  Symptom 
Severity  Scale  (Levine  et  al.,  1993)  have  also  been  developed  to  assess  pain,  weakness, 
numbness,  and  tingling.  Studies  on  this  scale  have  found  it  to  be  significantly  correlated 
with  physical  measures  (e.g.,  grip  strength,  pinch  strength,  and  2-point  discrimination)  of 
CTS  (Levine  et  al.,  1993). 

Ergonomic  Risk  Factors 

Ergonomic  risk  factors  such  as  forceful  exertions,  repetitive  or  prolonged 
activities,  awkward  postures,  contact  stresses,  vibration,  and  temperature  extremes  have 
all  been  associated  with  work-related  upper  extremity  symptoms  and  disorders  (e.g., 
Williams  &  Westmorland,  1993;  Gerret  al.,  1991).  Methods  for  assessing  exposure  to 
ergonomic  risk  factors  include  direct  observation,  the  use  of  checklists,  and  self-report 
(e,g.,  Punnett,  1998;  Stetson  et  al.,  1991).  A  study  that  assessed  ergonomic  exposure  by 
means  of  a  questionnaire  as  well  as  observation  found  an  increasing  prevalence  of  upper 
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extremity  disorders  was  associated  with  greater  exposure  to  ergonomic  risk  factors 
including  non-neutral  postures,  vibration,  manual  forces  in  handling  tools  and  parts,  and 
mechanical  pressures  in  tool  use  (Punnett,  1998).  Another  study  that  utilized  the  1988 
National  Health  Interview  Survey  found  that  self-reported  repetitive  bending/twisting  of 
the  hands/wnsts  as  well  as  use  of  vibrating  hand  tools  placed  a  worker  at  a  greater  risk 
for  carpal  tunnel  syndrome  (Tanaka  et  al.,  1995).  In  a  review  of  upper  extremity 
disorders  associated  with  video  display  unit  work  (Punnett  &  Bergqvist,  1997),  factors 
such  as  high  keyboard  position,  lack  of  arm  support,  chair  discomfort,  non-optimal  desk 
height,  and  non-optimal  screen  height  have  also  been  found  to  place  a  worker  at  greater 
risk  for  neck/shoulder,  ann/elbow,  and  hand/wrist  disorders. 

Occupational  Psychosocial  Factors 

Several  models  of  occupational  stress  have  incorporated  organizational  and 
individual  characteristics  in  addressing  occupational  health  in  general  as  well  as  work- 
related  musculoskeletal  disorders  (e.g.,  Cooper,  1986;  Smith  &  Carayon,  1996).  In  these 
models,  occupational  stress  has  been  proposed  to  stem  from  factors  such  as  job/task 
design,  organizational  role,  career  development,  interpersonal  relationships  at  work  (i.e., 
with  colleagues,  supervisors),  work  demands,  and  organizational  climate. 

Empirical  investigations  on  occupational  psychosocial  risk  factors  have  also 
found  several  variables  to  be  associated  with  and/or  predictive  of  WRUEDs.  A  review  of 
these  studies  by  Bongers  and  colleagues  (1993)  found  that  time  pressure,  monotonous 
work,  high  perceived  work  load,  poor  work  content,  high  perceived  work  stress,  and  low 
job  satisfaction  were  positively  associated  with  neck  or  shoulder  pain.  Furthermore, 
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previous  studies  have  found  that  lower  levels  of  job  support  were  associated  with  greater 
self-reported  numbness  in  the  hand  and  arm  regions  (Faucett  &  Rempel,  1994)  and  a 
greater  risk  for  self-reported  of  shoulder  and  neck  pain  (Linton  &  Kamwendo,  1989). 
Additionally,  lower  job  support  levels  in  both  blue-  and  white-collar  workers  have 
predicted  a  change  in  the  occurrence  of  upper  extremity  symptoms  and  disorders  over  a 
10-year  period  (Leino  &  Hanninen,  1995). 

Individual  Psychosocial  Factors 

Emotional  distress,  perceptions,  and  interpretation  of  pain  have  been  noted  as 
some  of  the  major  components  of  an  individual’s  pain  experience  (Craig,  1994; 
Weisenberg,  1994).  Furthermore,  it  has  been  noted  that  stress  can  lead  to  increases  in 
pain  by  triggering  greater  autonomic,  visceral,  and  skeletal  activity  (Craig,  1994).  In  a 
study  of  musicians,  a  pain  stressor  task  produced  EMG  elevations  in  the  flexor  and 
trapezius  muscles  in  the  musicians  who  had  a  history  of  upper  limb  pain  (Moulton  & 
Spence,  1992). 

Patients  with  a  history  of  upper  extremity  pain  have  been  found  to  report  higher 
levels  of  anxiety  and  distress  prior  to  the  provision  of  relaxation  training  and/or  EMG 
biofeedback  treatments  (Spence  et  al.,  1995).  “Catastrophizing”  has  been  described  as 
“negative  self-statements  and  overly  negative  thoughts  and  ideas  about  the  future”  and 
has  also  been  implicated  as  a  mediator  of  pain  and  function  (Weisenberg,  1994).  A  study 
of  low  back  pain  patients  that  utilized  the  Catastrophizing  subscale  of  the  Coping 
Strategy  Questionnaire  found  that  a  catastrophizing  coping  style  was  related  to  how  a 
person  adjusted  to  chronic  pain  (Rosenstiel  &  Keefe,  1983).  Catastrophizing  has  also 
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been  found  to  distinguish  between  workers  with  an  upper  extremity  disorder  who  were 
disabled  and  those  who  continued  working  (Himmelstein  et  al.,  1995). 

Study  Rationale 

While  it  is  important  to  continue  efforts  that  are  directed  at  elucidating  the 
etiology  of  these  disorders,  few  studies  have  examined  predictors  of  outcomes.  Older 
age,  non-white  ethnicity,  repetitive  hand  or  wrist  bending,  and  industry  of  last 
employment  have  been  indicated  as  risk  factors  for  work  cessation  in  persons  with  carpal 
tunnel  syndrome  (Blanc  et  al.,  1996).  A  recent  study  of  U.S.  Army  soldiers  found  that 
age,  race  (i.e.,  Caucasian),  lower  organizational  status,  and  self-reported  occupational 
stress  was  predictive  of  work  disability  associated  with  an  upper  extremity  disorder 
(Huang  et  al.,  1998).  Cole  and  Hudak  (1996)  reviewed  prognoses  related  to  nonspecific 
work-related  upper  extremity  disorders  and  found  that  a  longer  duration  of  symptoms 
before  medical  consultation  was  sought  and  increased  workplace  demands  were 
potentially  important  prognostic  factors.  However,  they  argue  that  methodological 
limitations  and  the  lack  of  empirical  evidence  suggest  a  need  for  more  research  on  the 
prognosis  of  these  disorders.  Another  review  of  treatment  outcomes  in  carpal  tunnel 
syndrome  patients  (Feuerstein  et  al.,  1999)  found  that  compared  to  open  release  surgery, 
endoscopic  release  was  related  to  increased  physical  function  and  fewer  days  to  return  to 
work.  The  same  review  also  indicated  that  pain  reduction  was  associated  with  steroid 
injections,  use  of  vitamin  B6,  range  of  motion  exercises,  and  cognitive  behavior  therapy. 
Return  to  work  was  also  associated  with  range  of  motion  exercises  and  multidisciplinary 
rehabilitation.  Yet,  despite  these  findings,  the  authors  also  note  that  there  are  few  well- 
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controlled  investigations  of  such  outcomes.  Considering  this  scarcity  of  outcomes- 
related  research,  even  less  is  known  about  determinants  of  clinical  outcomes  in  workers 
once  diagnosed  with  a  WRUED. 

The  present  investigation  prospectively  examined  a  sample  of  patients  with  a 
recently  diagnosed  WRUED.  It  was  hypothesized  that  a  combination  of  medical, 
physical,  ergonomic,  occupational  psychosocial,  and  individual  psychosocial  factors 
would  predict  a  composite  outcome  comprised  of  symptom  severity,  functional  status, 
mental  health,  and  lost  days.  The  purpose  of  this  investigation  was  to  specific 

predictors  in  order  to  enable  a  more  focused  approach  for  future  intervention  and 
prevention  efforts.  Such  strategies  may  subsequently  help  to  improve  health  outcomes  in 
affected  workers,  resulting  in  increased  productivity,  efficiency,  and  job  satisfaction,  as 
well  as  improvements  in  one’s  overall  quality  of  life. 


METHODS 


Study  Participants 

Study  participants  were  recruited  from  the  metropolitan  Washington,  D.C.  region 
(including  Maryland  and  Northern  Virginia)  through  advertisements  placed  in  regional 
newspapers,  health  newsletters,  clinics,  and  hospitals.  Persons  interested  in  participating 
underwent  a  telephone  interview  to  determine  eligibility  for  the  study  (see  Appendix  A). 
Eligibility  was  based  on  the  following  criteria: 

1)  meeting  a  modified  National  Institute  of  Occupational  Safety  &  Health  (NIOSH)  case 
definition  for  an  occupational  upper  extremity  disorder,  this  definition  includes: 

a)  symptoms  of  pain,  aching,  stiffness,  burning,  tingling,  and/or  numbness  in 
the  finger,  hand,  wrist,  elbow,  arm,  shoulder,  or  neck  regions 

b)  symptoms  beginning  after  employment  at  the  present  job 

c)  symptoms  having  lasted  for  more  than  one  week,  or  at  least  once  per  month 
since  their  onset 

d)  no  prior  non-occupational  accident  or  acute  trauma  to  the  symptom  area 
within  the  past  year 

e)  no  prior  diagnosis  to  the  specified  symptom  area 

f)  having  received  a  diagnosis  from  a  health  care  provider  within  the  past  six 
weeks 

2)  between  20  and  65  years  of  age 

3)  presently  working  at  least  20  hours  per  week 

Based  on  these  criteria,  87  individuals  were  determined  eligible  for  participation. 


II 
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Baseline  Procedure 

After  participants  consented  to  participate  and  provided  documentation  of  their 
diagnosis  from  their  health  care  provider,  a  physical  examination  was  given  to  obtain 
measures  of  height,  weight,  pinch  grip  strength,  and  hand  grip  strength.  Both  the  pinch 
grip  strength  and  hand  grip  strength  measurement  procedures  were  conducted  in 
accordance  with  the  recommendations  of  the  American  Society  of  Hand  Therapists 
(Casanova,  1992)  as  well  as  the  manufacturers  of  the  Jamar  dynamometer.  Following 
this  examination,  participants  were  given  a  347-item  baseline  questionnaire. 
Approximately  1  hour  was  required  to  complete  the  questionnaire  and  participants  were 
allowed  to  take  breaks  as  needed.  Additionally,  the  investigator  conducted  checks  at  15- 
20  minute  intervals  to  provide  clarification  on  questionnaire  items,  if  necessary. 

After  completing  the  questionnaire,  participants  were  given  a  packet  that  included 
three  copies  of  a  follow-up  questionnaire  to  be  completed  at  1, 2,  and  3  months  post 
baseline  survey.  A  note  indicating  the  three  follow-up  dates  was  also  provided  in  the 
packet.  Monetary  compensation  ($40)  was  provided  to  the  participants  upon  the  receipt 
of  the  third  follow-up  questionnaire. 

At  the  conclusion  of  the  initial  visit,  participants  were  offered  the  opportunity  to 
participate  in  a  test-retest  investigation.  This  test-retest  investigation  was  conducted  to 
determine  the  reliability  of  the  measures  used  in  the  present  study.  It  involved  returning 
to  the  university  within  2  weeks  of  the  baseline  visit,  completing  the  347-item 
questionnaire  again,  and  receiving  monetary  compensation  upon  completion.  24 
participants  (27.6%  of  the  total  sample)  volunteered  for  the  test-retest  investigation. 
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All  data  obtained  on  the  baseline  and  test-retest  questionnaires  were  double- 
scored  and  double-entered  into  the  database  by  two  research  assistants. 

Follow-Up  Procedure 

In  addition  to  being  provided  with  a  reminder,  participants  were  called  3  to  5  days 
prior  to  the  follow-up  date.  Despite  the  follow-up  efforts,  17  (19.5%)  subjects  were  lost 
to  follow-up.  Reasons  for  this  attrition  included:  decision  to  terminate  participation  after 
the  initial  visit  because  of  a  lack  of  personal  time,  loss  of  interest  in  the  investigation,  and 
failure  to  return  the  follow-up  questionnaire  on  time.  Of  the  17  subjects  lost  to  follow¬ 
up,  one  subject  participated  in  the  test-retest  evaluation.  All  follow-up  data  were  double- 
scored  and  double-entered  into  the  database  by  two  research  assistants. 

Baseline  Questionnaire 

The  baseline  questionnaire  was  multidimensional  in  nature  and  assessed  factors 
hypothesized  to  contribute  to  outcomes  associated  with  upper  extremity  disorders.  These 
factors  were  categorized  as:  demographic  characteristics,  occupational  status,  medical 
history/status,  symptoms,  physical  function,  ergonomic/biomechanical,  occupational 
psychosocial,  work  demands,  social  support,  and  individual  psychosocial.  The  entire 
questionnaire  is  provided  in  Appendix  B. 

Demographic  Characteristics 

Demographic  information  obtained  included  age,  gender,  education  level,  marital 


status,  and  ethnicity. 
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Occupational  Status 

Questions  on  occupational  status  included  the  following:  type  of  job,  duration  at 
present  job,  part/full  time  status,  days  lost  within  the  past  month,  and  limited  duty  days. 

Medical  History  /  Status 

Items  relating  to  medical  history  and  status  were  primarily  concerned  with  the 
upper  extremity  disorder  and  included  the  following:  prior  workers’  compensation 
injury,  number  of  past  diagnosed  upper  extremity  disorders,  time  between  onset  of 
present  upper  extremity  symptoms  and  seeking  medical  help,  number  and  types  of 
therapies  obtained,  whether  or  not  surgery  had  been  recommended  for  any  upper 
extremity  disorder. 

Additionally,  questions  regarding  medical  problems  (i.e.,  diabetes,  gout,  thyroid 
problems,  kidney  failure,  alcoholism,  lupus,  ruptured  disc)  and  various  health  behaviors 
(i.e.,  tobacco,  alcohol,  prescription  medication  usage)  were  included  in  this  section. 

Symptoms 

Self-report  of  symptoms  was  obtained  using  three  different  measures.  The  first 
measure  was  the  Symptom  Severity  Scale  (SSS)  (Levine  et  al.,  1993)  which  is  an  1 1-item 
measure  that  assesses  pain,  numbness,  tingling,  and  weakness.  It  should  be  noted  that 
while  the  questions  specifically  address  symptoms  in  the  hand  and  wrist  regions,  subjects 
in  the  present  study  were  instructed  to  answer  questions  as  they  related  to  the  area  of  their 
upper  extremity  disorder.  The  SF-36  Bodily  Pain  Subscale  (Ware  &  Sherboume,  1992) 
was  also  included  to  assess  overall  pain.  This  subscale  consists  of  two  questions  relating 
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to  the  frequency  of  any  bodily  pain  over  the  past  4  weeks.  The  third  measure  of 
symptoms  was  a  single  question  using  a  10-cm.  visual  analog  scale  of  pain  severity 
during  the  past  week. 

Physical  Function 

Four  different  measures  were  used  to  determine  physical  function.  These 
measures  were  the  Functional  Status  Scale  (FSS)  (Levine  et  al.,  1993),  the  Physical 
Function  and  Role-Physical  Subscales  of  the  SF-36  (Ware  &  Sherboume,  1992),  and  the 
Upper  Extremity  Function  Scale  (UEFS)  (Pransky  et  al.,  1997). 

The  FSS  is  an  8-item  scale  that  measures  a  person’s  difficulty  in  conducting 
various  daily  hand-related  tasks  (e.g.,  writing,  buttoning  clothes,  chores).  The  SF-36 
Physical  Function  and  Role-Physical  subscales  are  comprised  of  14  items  (total)  that 
assess  general  function/activity  levels  on  daily  life  activities  (e.g„  bathing,  moving).  The 
UEFS  is  an  8-item  questionnaire  that  assesses  how  problematic  certain  daily  tasks  (e.g., 
sleeping,  writing,  picking  up  small  objects,  washing  dishes)  are  for  a  person  as  a  result  of 
his/her  symptoms. 

Ergonomic  /  Biomechanical 

Self-report  of  exposure  to  suspected  ergonomic/biomechanical  risk  factors  were 
obtained  through  two  sets  of  questions.  The  first  set  of  questions  contained  10  items  and 
was  based  on  potential  risk  factors  listed  by  Stetson  and  colleagues  (1991)  as  well  as 
those  identified  in  the  literature  (e.g.,  Armstrong  et  al.,  1993;  Hagberg  et  al.,  1995). 

These  risk  factors  included  frequency  of;  repetition,  forceful  movements,  ulnar/radial 
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deviation,  and  rest  breaks.  Questions  on  specific  work-related  tasks  such  as  frequency  of 
using  the  computer  keyboard,  mouse,  telephone  as  well  as  frequency  of  writing  and  other 
hand  motions  were  also  included.  All  responses  were  obtained  by  using  a  10-cm.  visual 
analog  scale. 

The  second  set  of  questions  was  obtained  from  a  questionnaire  developed  by 
Pransky  and  Hill-Fotouhi  (1996).  This  questionnaire  contains  10  items  assessing 
frequency  of  performing  work-related  tasks  that  may  place  a  worker  at  risk  for  injury  or 
increased  pain.  Included  in  this  measure  are  items  regarding  forceful  movements, 
awkward  postures,  repetition,  temperature  extremes,  and  duration  of  sitting/standing. 

Occupational  Psychosocial 

Occupational  psychosocial  stressors  that  were  examined  were  general  job 
stressors.  Items  addressing  general  job  stress  were  obtained  from  the  Life  Stressors  and 
Social  Resources  Inventory  (LISRES)  (Moos  &  Moos,  1994)  as  well  as  the  NIOSH 
Checklist  of  Work-Related  Psychosocial  Conditions  (Tepper  &  Hurrell,  1995).  The  job 
stress  measure  of  the  LISRES  contains  six  items  on  work-related  conflicts,  physical 
environment,  and  perceptions  of  work  pace.  The  NIOSH  checklist  is  a  26-item  measure 
that  examines  a  worker’s  perceptions  on  the  physical  work  environment,  work  demands, 
work  characteristics,  and  perceived  work  expectations.  A  6-item  measure  of  cognitive 
workstyle  (Feuerstein,  Huang,  &  Pransky,  1999)  developed  for  this  study  was  also 
included  (Appendix  B,  Items  335-341).  This  measure  was  used  to  assess  an  individual’s 
cognitive  responses  to  work.  Test-retest  reliability  analysis  of  this  measure  indicated  a 
correlation  coefficient  of  0.85  (j>  <  0.01).  An  internal  consistency  analysis  resulted  in  a 
Cronbach’s  alpha  of  0.87. 
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Work  Demands 

Measures  of  work  demands  were  based  on  questions  developed  by  Caplan  (1971) 
which  had  also  been  used  in  prior  NIOSH  investigations  (e.g.,  Hales  et  al.,  1994). 
Specifically,  these  questions  measure  workload,  workload  variance,  and  physical  and 
mental  exhaustion.  Borg’s  (1998)  CR10  Scale  which  measures  perceived  exertion  during 
a  “typical  day”  was  also  included  to  assess  perceived  levels  of  work  demands. 

Social  Support 

Three  separate  scales  were  used  to  measure  social  support.  The  first  measure 
included  an  1 1-item  measure  of  social  support  at  work  (i.e.,  from  co-workers  and 
supervisor)  that  was  based  on  questions  developed  by  Caplan  (1971).  Prior  NIOSH 
studies  (e.g.,  Hales  et  al.,  1994)  have  also  used  these  questions  to  assess  job  support. 
However,  it  should  be  noted  that  for  the  purposes  of  this  investigation,  responses  to  these 
items  were  modified  into  a  visual  analog  format. 

The  second  measure  of  social  support  at  work  was  obtained  from  the  Job 
Resources  Subscale  of  the  USRES  (Moos  &  Moos,  1994).  This  subscale  contains  six 
items  that  assess  the  frequency  of  job  support  as  well  as  perceptions  of  job  characteristics 
(e.gM  responsibility,  challenge  provided). 

The  third  measure  used  five  items  obtained  from  the  Organizational  Self 
Assessment  (OSA)  (Habeck  et  al.,  1991)  to  assess  the  availability  and/or  offering  of 
workplace  accommodations.  While  the  OSA  contains  30  questions  that  relate  to 
organizational  climate  as  well  as  various  management  practices,  only  five  items  were 
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selected  for  the  present  study  because  of  their  relevance  to  general  health  and  work- 
related  upper  extremity  disorders.  Specifically,  these  items  asked  about  frequencies 
concerning:  the  provision  of  health-related  resources  and  safety  training,  supervisory 
monitoring  and  encouragement  in  assisting  with  return  to  work,  modifications  made  to 
help  workers  with  pain  and  symptoms,  and  participation  in  decision-making  and 
problem-solving  in  company  operations.  An  internal  consistency  analyses  of  these  five 
items  resulted  in  a  Cronbach’s  alpha  of  0.71. 

Individual  Psychosocial 

Items  assessing  an  individual’s  psychological  health  and  emotional  reactivity  to 
stress  and  pain  were  obtained  from  four  sources.  The  first  was  the  5-item  Mental  Health 
Subscale  of  the  SF-36  (Ware  &  Sherboume,  1992).  The  second  was  the  State-Trait 
Anxiety  Inventory  (STAI),  Form  X-2  (Spielberger,  Gorsuch,  &  Lushene,  1970),  which  is 
a  20-item  measure  of  general  anxiety.  The  third  measure  was  the  6-item  Catastrophizing 
Subscale  from  the  Coping  Strategies  Questionnaire  (Rosenstiel  &  Keefe,  1983).  The 
fourth  measure  was  the  Discomfort  Intolerance  Survey  (DIS)  (Schmidt,  1995).  The  PIS 
is  a  6-item  visual  analog  scale  that  measures  one’s  ability  to  tolerate  pain/discomfort  and 
his/her  reactivity  to  such  pain/discomfort. 

Measures  of  Outcome 

A  follow-up  questionnaire  consisting  of  100  self-report  items  was  designed  to 
obtain  measures  on  the  following  outcomes:  days  lost  from  work  within  the  past  month, 
symptom  severity,  physical  function,  and  mental  health.  Additionally,  in  order  to 
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determine  the  influence  of  baseline  levels  of  these  variables,  items  used  in  the  follow-up 
questionnaire  were  identical  to  those  administered  at  baseline.  Specifically,  the  scales 
used  for  follow-up  were:  the  Symptom  Severity  Scale  (Levine  et  al.,  1993);  the 
Functional  Status  Scale  (Levine  et  al.,  1993);  the  Physical  Function,  Vitality,  Role- 
Physical,  and  Social  Function  Subscales  of  the  SF-36  (Ware  &  Sherboume,  1992);  CR10 
Scale  of  perceived  exertion  (Borg,  1998);  the  Mental  Health  Subscale  of  the  SF-36  (Ware 
&  Sherboume,  1992);  and,  the  STAI  (Spielberger  et  al.,  1970).  The  entire  follow-up 
questionnaire  is  provided  in  Appendix  C. 

Selection  of  Potential  Predictors 

Several  measures  within  each  of  the  categories  (i.e.,  demographic  characteristics, 
medical  history/status,  symptoms,  function,  ergonomic/biomechanical ,  occupational 
psychosocial,  work  demands,  social  support,  and  individual  psychosocial)  hypothesized 
to  contribute  to  upper  extremity-related  outcomes  were  obtained.  Therefore,  in  an  effort 
to  reduce  the  number  of  potential  predictors  that  were  to  be  examined  as  well  as  any 
redundancies,  correlation  coefficients  among  variables  within  each  of  these  categories 
were  first  obtained.  In  the  ergonomic/biomechanical  risk  factor  category,  a  correlation 
coefficient  of  0.26  (j>  <  0.05)  was  found  for  the  Pransky-Futouhi  (19%)  Scale  and  the 
ergonomic  stressors  scale  based  on  Stetson  et  al.  (1991).  Since  more  than  two  variables 
were  included  in  the  other  categories,  the  correlation  matrices  for  these  categories  are 
provided  in  Tables  1  to  6. 

Selection  of  potential  predictors  was  partially  based  on  an  examination  of  the 
correlation  coefficients.  Measures  determined  to  be  representative  of  the  construct  in 
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question  were  chosen  based  on  having  a  minimum  correlation  coefficient  of  0.25  (j>  < 
0.05)  with  other  variables  assumed  to  measure  the  same  construct  within  the  category. 
When  two  or  more  variables  were  significantly  correlated,  simplicity  of  the  items  (e.g., 
wording,  number  of  items)  and  hypothesized  relevance  to  upper  extremity  disorders 
(versus  general  or  back-related  problems)  were  factored  into  the  final  selection  process. 

The  variables  chosen  for  further  analyses  were:  Demographic  Characteristics  - 
age,  gender;  Occupational  Status  -  work  days  lost  in  the  past  month  at  baseline;  Medical 
History/Status  -  prior  workers’  compensation  injury,  number  of  past  upper  extremity 
diagnoses,  dominant  hand  grip  strength,  recommendation  of  surgery  for  an  upper 
extremity  disorder,  treatment  history;  Symptoms  -  SSS  at  baseline,  pain  severity;  Physical 
Function  -  FSS  at  baseline;  Occupational  Psychosocial  -  Moos  &  Moos  (1994)  Job  Stress 
Subscale  and  the  cognitive  workstyle  scale;  Work  Demands  -  Borg’s  (1998)  CR10  Scale 
of  perceived  exertion;  Social  Support  -  Caplan’s  (1971)  job  support  (i.e.,  co-workers  and 
supervisor)  scale  and  work  accommodation  (Habeck  et  al.,  1991);  Individual 
Psychosocial  -  SF-36  Mental  Health  Subscale  (Ware  &  Sherboume,  1992)  and 
catastrophizing  (Rosenstiel  &  Keefe,  1983). 

Calculation  of  Composite  Outcome  Index 

For  both  the  1-month  and  3-month  follow-up  periods,  factor  analyses  were 
conducted  on  the  standardized  scores  of  four  outcome  measures:  days  lost  from  work,  the 
SSS,  the  FSS,  and  the  Mental  Health  Subscale  of  the  SF-36  (e.g.,  Grice  &  Harris,  1998; 
Gorsuch,  1983).  These  measures  were  chosen  because  they  represent  outcomes  of 
interest  in  several  WRUED  studies  (e.g.,  Blanc  et  al.,  1996;  Franzblau  et  al.,  1997;  Stock 
et  al.,  1996;  Spence,  1991).  From  the  analyses,  factor  loadings  on  the  four  outcomes 
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were  used  to  generate  a  composite  outcome  score.  Since  there  were  two  follow-up 
periods  of  interest  (1  and  3  months),  a  composite  score  for  each  follow-up  period  was 
calculated.  Table  7  shows  the  loading  factors  obtained  from  the  factor  analyses  for 
months  1  and  3.  Based  on  a  median  split,  the  composite  scores  were  categorized  as 
“high”  or  “low.”  Scores  above  the  median  indicated  poorer  outcome.  That  is,  high 
scorers  had  more  days  lost,  higher  levels  of  symptoms,  poorer  function,  and  lower  mental 
health  scores  than  low  scorers. 

Analyses 

Logistic  regression  analyses  (using  SPSS  v.  8.0)  were  conducted  to  predict 
composite  outcome  status  (high  vs.  low)  at  both  1-  and  3-  month  follow-up  periods. 
Variables  selected  as  potential  predictors  were  all  simultaneously  entered  into  the  logistic 
regression  model.  A  simultaneous  entering  method  was  chosen  so  that  the  predictive 
ability  of  the  variables  could  be  determined  within  the  context  of  the  other  variables. 
From  these  analyses,  risk  ratios,  93%  confidence  intervals,  Wald  test  statistics,  and 
standardized  parameter  estimates  were  obtained. 

Subsequently,  multiple  linear  regression  analyses  were  conducted  to  determine 
predictors  (at  1-  and  3-month  follow-up)  of  each  of  the  four  separate  outcomes  (i.e., 
symptom  severity,  functional  status,  lost  days,  and  mental  health)  used  to  calculate  the 
composite  outcome  score.  Independent  variables  entered  into  the  linear  regression 
analyses  were  identical  to  those  used  in  the  logistic  regression  analyses.  These  variables 
were  also  simultaneously  entered  into  the  model. 


RESULTS 


Through  t-test  and  x2  analyses,  a  comparison  of  study  participants  with  (n  =  70) 
and  without  (n  =  17)  complete  1-  and  3-month  follow-up  data  found  no  significant 
differences  in  age,  education  level,  ethnicity,  job  category,  or  gender.  The  results 
described  are  based  upon  the  70  subjects  for  whom  all  follow-up  (i.e.,  both  1-  and  3- 
month)  data  were  obtained. 

Demographic  Characteristics 

The  sample  ranged  in  age  from  22  to  64  years  with  a  mean  age  of  40.8  years  (SD 
=  10.5).  The  majority  of  the  sample  was  Caucasian  (74.3%),  female  (77.1%),  and  had  at 
least  some  college  education  (92.9%).  Table  8  provides  a  more  detailed  description  of 
the  demographic  characteristics. 

Table  9  provides  the  breakdown  of  the  International  Classification  of  Diseases, 
Ninth  Revision  (ICD-9)  (World  Health  Organization,  Geneva,  Switzerland,  1995) 
diagnoses  of  the  participants.  As  shown  in  the  table,  carpal  tunnel  syndrome  was  the 
most  common  diagnoses  in  the  sample.  The  second  most  frequent  diagnosis  was  an 
unspecified  disorder  of  the  synovium,  tendon,  and/or  bursa.  In  addition,  the  types  of 
prior  treatments  that  participants  had  before  the  baseline,  1-month,  and  3-month 
assessment  periods  are  given  in  Table  10. 

There  was  a  moderately  significantly  difference  in  age  between  the  1-month 
“high"  (M  =  43.23,  SD  =  10.45)  and  “low"  (M  =  38.37,  SB  =  10.05)  scoring  groups  (1 = 
-1.98,  j>  =  0.05).  No  significant  differences  were  found  between  these  groups  in 
education  level,  ethnicity,  job  category,  or  gender.  For  the  3-month  follow-up  period. 
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“high”  and  “low”  scorers  on  the  composite  outcome  measure  did  not  significantly  differ 
on  age,  education  level,  ethnicity,  job  category,  or  gender. 

Test-Retest 

Test-retest  correlations  (n  =  23)  on  the  independent  variables  of  symptoms, 
function,  ergonomic  risk  exposure,  occupational  psychosocial  factors,  social  support,  and 
individual  psychosocial  factors  were  examined.  The  correlation  coefficients  are  provided 
in  Table  1 1.  As  shown,  all  measures  were  found  to  be  significantly  correlated  (g  <  0.0S), 
with  correlation  coefficients  ranging  from  0.42  to  0.90.  These  results  indicate  a  moderate 
to  high  level  of  reliability  in  the  self-report  of  the  various  assessment  measures  at 
baseline. 


Predictors  of  Composite  Outcome  Status  at  1  Month 

After  a  preliminary  logistic  regression  analyses  was  conducted,  a  more  specific 
model  was  determined  by  selecting  variables  that  reflected  the  proposed  multivariate 
nature  of  predictors  and  were  significant  at  the  g  <  0.13  level.  Variables  that  were 
entered  into  the  final  logistic  regression  model  were:  number  of  past  upper  extremity 
diagnoses,  the  Mental  Health  Subscale  of  the  SF-36  at  baseline,  pain  severity  within  the 
past  week,  ergonomic  risk  exposure,  job  stress  (Moos  &  Moos,  1994),  job  support 
(Caplan,  1971),  and  catastrophizing. 

All  variables  entered  into  the  final  logistic  regression  model  with  the  exception  of 
job  stress  were  found  to  be  significant  predictors  of  composite  outcome  at  1  month. 

Table  12  provides  a  summary  of  all  significant  predictors  with  their  risk  ratios  (RR),  93% 
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confidence  intervals  (Cl),  Wald  statistic,  and  standardized  parameter  estimates.  All 
significant  predictors  had  a  continuous  response  scale,  and  therefore,  the  risk  ratios  are 
for  each  unit  increase  in  a  given  response. 

Demographic  Characteristics 

No  demographic  characteristic  variables  from  the  preliminary  model  met  the 
selection  criteria  for  the  final  model. 

Occupational  Status 

No  occupational  status  variables  were  found  to  meet  the  selection  criteria  for  the 
final  model. 

Medical  History  /  Status 

A  history  of  upper  extremity  disorders  was  found  to  place  a  person  at  a  greater 
risk  for  poorer  outcome.  Specifically,  each  upper  extremity  diagnosis  was  associated 
with  a  1.71-fold  risk  (Cl  *  1.14  -  2.57)  for  a  poorer  outcome. 

Symptoms 

Self-reports  of  greater  pain  severity  within  the  past  week  also  resulted  in  a  greater 
likelihood  for  poorer  outcome  (RR  =  1.50;  Cl  =  1.08  -  2.07). 

Physical  Function 

No  functional  measures  were  entered  into  the  final  logistic  regression  model 
because  of  failure  to  meet  the  selection  criteria  for  the  final  model. 
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Ergonomic  /  Biomechanical 

Exposure  to  ergonomic  risk  factors  was  found  to  place  a  person  at  a  greater 
likelihood  for  poorer  outcome  (RR  =  1.05;  Cl  =  1.01  - 1.11). 

Occupational  Psychosocial 

Job  stress  was  not  found  to  be  a  significant  predictor  of  composite  outcome  status. 

Work  Demands 

Perceived  exertion  as  measured  by  the  Borg  CR10  Scale  did  not  meet  the 
selection  criteria  for  the  final  model. 

Social  Support 

Reporting  less  social  support  from  one’s  co-workers  and/or  supervisor  was  found 
to  predict  poorer  outcome.  Each  unit  decrease  in  reported  social  support  had  a  risk  ratio 
of  1.03  (Cl  =1.00  -1.07). 

Individual  Psychosocial 

A  person  who  had  a  lower  SF-36  Mental  Health  Subscale  score  (indicating  poorer 
mental  health/greater  distress)  at  baseline  was  more  likely  to  have  a  poorer  outcome  (RR 
S  1.25;  Cl  =  1.01  -  1.54).  Additionally,  individuals  who  “catastrophized”  more  over  their 
pain  had  an  increased  likelihood  for  a  poorer  outcome  (RR  *  1.58;  Cl  =  1.12  -  2.23). 
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The  final  logistic  regression  model  correctly  classified  78.6%  of  all  subjects  (x2  = 
24.80,  ££=  7,  g  <  0.001).  Specifically,  77.1%  of  the  “low”  scorers  and  80.0%  of  the 
“high”  scorers  were  classified  correctly. 

Predictors  of  Composite  Outcome  Status  at  3  Months 

Similar  to  the  1-month  analyses,  a  preliminary  logistic  regression  model  was 
examined  to  obtain  variables  for  a  more  specific  model  targeted  at  predicting  composite 
outcome  at  3  months.  SSS  score  at  baseline,  past  recommendation  for  surgery,  number 
of  prior  treatments,  ergonomic  risk  exposure,  job  stress,  perceived  exertion  during  a 
typical  workday,  job  support,  work  accommodation,  and  catastrophizing  were  the 
variables  found  to  be  significant  at  the  g  <  0.15  level.  Therefore,  these  variables  were 
entered  into  the  final  model. 

Table  13  summarizes  the  significant  predictors  identified  by  the  final  logistic 
regression  model.  All  significant  predictors,  with  the  exception  of  past  recommended 
surgery,  had  a  continuous  response  scale.  Therefore,  for  these  continuous  variables,  the 
given  risk  ratios  are  for  each  unit  increase  in  the  responses. 

Demographic  Characteristics 

No  demographic  characteristics  met  the  selection  criteria  for  the  final  3-month 


model. 
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Occupational  Status 

No  occupational  status  variables  were  found  to  meet  the  selection  criteria  for  the 
final  model  at  3  months. 

Medical  History  /  Status 

Recommended  surgery  as  well  as  the  number  of  prior  treatments  were  found  to 
significantly  predict  poorer  outcome  status.  Having  had  a  past  recommendation  for  upper 
extremity-related  surgery  resulted  in  a  risk  ratio  of  S.S3  (Cl  =  1.18  -  25.86).  Each 
treatment  for  an  upper  extremity  disorder  placed  an  individual  at  a  2.24-fold  greater  risk 
(Cl  =  1.26  -  3.96)  for  a  poorer  outcome. 

Symptoms 

An  individual’s  baseline  Symptom  Severity  Scale  score  significantly  predicted 
poorer  outcome.  Each  point  increase  in  baseline  SSS  score  was  associated  with  a  risk 
ratio  of  6.21  (Cl  =  1.28  -  30.09). 

Physical  Function 

No  measures  of  function  were  entered  into  the  final  model. 

Ergonomic /Biomechanical 

Poorer  outcome  status  was  predicted  by  self-report  of  higher  exposure  levels  to 
ergonomic  risk  factors  (RR  =  1.08;  Cl  =  1.01  -1.15). 
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Occupational  Psychosocial 

Persons  who  reported  higher  levels  of  job  stress  also  had  a  greater  likelihood  of 
having  a  poorer  outcome  (RR  =  1.21;  Cl  =  1.02  - 1.43). 


Work  Demands 

Perceived  exertion  during  a  typical  workday  was  not  found  to  be  a  significant 
predictor  of  outcome. 

Social  Support 

Job  support  was  found  to  predict  poorer  composite  outcome  status,  while  work 
accommodation  was  not  a  significant  predictor.  Lower  levels  of  job  support  from  co¬ 
workers  and/or  supervisor  was  associated  with  a  risk  ratio  of  1.04  (Cl  =  1.01- 1.08)  for 
poorer  outcome. 

Individual  Psychosocial 

A  greater  tendency  to  “catastrophize”  over  pain  significantly  predicted  poorer 
outcome  (RR  » 1.81;  Cl  =  1.24  -  2.66). 

The  final  logistic  regression  model  correctly  classified  77.1%  of  all  subjects  (%2  = 
48.38,  df  =  13,  p  <  0.001).  fa  this  model,  80.0%  of  the  “low”  (i.e.,  better  outcome) 
scorers  and  74.3%  of  the  “high”  (i.e.,  poorer  outcome)  scorers  were  correctly  classified. 
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Predictors  of  Individual  Outcomes  at  1  Month 

Table  14  summarizes  the  predictors  of  the  individual  outcomes  incorporated  into 
the  composite  outcome  index.  Baseline  SSS  score  was  found  to  predict  days  lost, 
symptom  severity  and  functional  status  at  1  month.  Catastrophizmg  was  found  to  predict 
symptom  severity,  functional  status,  and  mental  health.  Baseline  measures  of  days  lost 
and  mental  health  predicted  their  respective  outcomes  at  1  month  as  well. 

Predictors  of  Individual  Outcomes  at  3  Months 

Table  14  also  summarizes  the  predictors  of  the  individual  outcomes  that  were 
incorporated  into  the  composite  outcome  index  at  3  months.  Baseline  SSS  score 
predicted  days  lost  in  the  past  month,  symptom  severity,  and  functional  status. 
Additionally,  3-month  symptom  severity  and  functional  status  were  predicted  by  a  greater 
tendency  to  “catastrophize”  over  pain.  An  individual’s  cognitive  workstyle  was  also 
found  to  predict  days  lost.  More  precisely,  an  adverse  cognitive  workstyle  in  which  a 
person  had  more  frequent  beliefs  of  needing  to  continue  work  and/or  being  unable  to  take 
off  from  work  predicted  days  lost  Poorer  mental  health  was  predicted  by  a  lower 
baseline  mental  health  score  as  well  as  perceived  exertion  during  a  typical  workday. 


DISCUSSION 


The  present  investigation  prospectively  examined  a  community  sample  of 
workers  with  an  upper  extremity  disorder  to  identify  predictors  of  a  composite  measure 
of  outcome.  The  findings  indicated  that  poorer  outcome  could  be  predicted  by  a 
combination  of  medical,  ergonomic,  occupational  psychosocial,  and  general  distress 
factors  and,  therefore,  supported  the  study’s  hypothesis.  The  specific  variables  found  to 
distinguish  outcome  status  at  both  1-  and  3-  month  follow-up  periods  were:  exposure  to 
ergonomic  risk  factors,  job  support,  and  catastrophizing.  Additional  predictive  variables 
at  the  i-month  follow-up  period  included:  history  of  upper  extremity  disorders,  mental 
health  (as  measured  by  the  SF-36  Subscale),  and  baseline  pain  severity  within  the  past 
week.  At  the  3-month  follow-up  period,  baseline  symptom  severity,  recommended 
surgery,  number  of  prior  treatments,  and  job  stress  were  also  found  to  predict  outcome 
status. 

Risk  Factors  for  Poorer  Outcome 

Medical  History  /Status 

In  addressing  the  future  outcome  of  a  worker  with  an  upper  extremity  disorder, 
the  present  findings  suggest  that  baseline  medical  history  is  an  important  preliminary 
factor  to  consider.  A  worker  with  past  upper  extremity  diagnoses  in  multiple  anatomical 
locations,  who  has  had  surgery  recommended  for  a  work-related  upper  extremity 
problem,  and/or  has  had  a  multiple  past  treatments  is  at  an  increased  risk  for  delayed 
recovery.  These  are  potentially  more  complex  cases  and  perhaps  deserve  greater 
attention  especially  with  regard  to  follow-up. 
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Symptom  Severity 

It  is  interesting  that  even  though  greater  symptom  severity  predicted  poorer 
outcome  at  both  1  and  3  months,  different  measures  were  found  to  be  significant 
predictors  at  the  two  follow-up  periods.  The  implication  of  these  findings  is  that  perhaps 
a  broader  measure  of  symptoms  (e.g.,  the  SSS)  would  be  more  sensitive  for  assisting  with 
the  determination  of  future  outcome.  It  is  also  interesting  that  none  of  the  other  baseline 
measures  of  functional  status,  lost  days,  or  mental  health  predicted  the  outcome  status 
that  incorporated  these  variables.  This  finding  suggests  that  a  particular  focus  should  be 
placed  on  the  other  factors  (e.g.,  ergonomic  and  psychosocial)  that  were  found  to  be 
significant  predictors  of  outcome  in  workers  with  a  WRUED. 

Ergonomic  Risk  Factor  Exposure 

While  studies  have  found  ergonomic  and  biomechanical  risk  factors  to  be 
associated  with  and/or  predictive  of  upper  extremity  symptoms  and  disorders  (e.g., 
Punnett,  1998;  English  et  al.,  1993;  Tanaka  et  al.,  1993;  Feuerstein  &  Fitzgerald,  1992), 
few  investigations  have  examined  these  variables  as  predictors  of  both  physical  and 
psychological  health  outcomes.  The  present  study  indicates  that  within  a  sample  of  upper 
extremity  disorder  patients,  self-report  of  ergonomic  risk  factors  can  be  used  to  predict  a 
composite  outcome  index  that  incorporates  both  physical  and  psychological  health. 

Occupational  Psychosocial  Factors 

Occupational  stress  has  been  found  to  be  correlated  with  and/or  predictive  of 
upper  extremity  symptoms  as  well  as  mental  health.  A  study  of  newspaper  employees 
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found  that  increased  job  pressure  and  working  under  deadlines  are  associated  with  a 
greater  prevalence  of  neck,  shoulder,  hand,  and  wrist  disorders  (Bernard  et  al.,  1994). 
Peer  cohesion,  staff  support,  control,  work  pressure,  clarity  in  policies/rules,  job 
satisfaction,  work  autonomy,  stress,  and  physical  comfort  have  also  been  found  to 
distinguish  between  reports  of  “high”  or  “low”  levels  of  pain  in  a  sample  of  visual 
display  unit  operators  employed  at  a  newspaper  publishing  organization  (Stephens  & 
Smith,  1996).  Occupational  stress  has  also  been  found  to  be  related  to  mental  health 
outcomes  as  well  (e.g..  Smith,  1997;  Spurgeon  et  al.,  1997).  In  an  empirical  investigation 
of  electronic  company  employees,  items  relating  to  trouble  at  work,  greater  job 
responsibility,  lower  margin  for  error,  and  poor  relationships  with  superiors  have  been 
found  to  be  associated  with  poorer  general  mental  health  as  determined  by  the  General 
Health  Questionnaire  (Shigemi  et  al.,  1997).  The  present  findings  are  consistent  with 
previous  studies  and  indicate  that  job  stress  can  predict  a  composite  outcome  that 
incorporates  a  worker’s  physical  and  mental  health.  Furthermore,  given  that  the  present 
study  assessed  job  stressors  such  as  time  pressure  and  interpersonal  conflicts  (i.e„  using 
the  Job  Stress  Subscale),  the  present  findings  relating  to  job  support  (discussed  in  the 
following  section)  take  on  added  importance. 

Low  Job  Support 

Social  support  has  been  noted  to  be  positively  associated  with  physical  and 
psychological  health  (House  et  al.,  1988).  A  number  of  studies  have  also  observed  a 
relationship  between  lower  levels  of  job  support  and  upper  extremity  symptoms/disorders 
(Faucett  &  Rempel,  1994;  Linton  &  Kamwendo,  1989;  Leino  &  Hanninen,  199S).  In  the 
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present  investigation,  lower  perceived  levels  of  support  specific  to  one’s  work 
environment  (i.e.,  from  co-workers,  supervisor)  was  found  to  be  a  significant  predictor  of 
poorer  outcome  status.  This  result  suggests  that  job  support  continues  to  play  a  role  in 
the  outcome  of  a  worker  once  he/she  develops  an  upper  extremity  disorder. 

Individual  Psychosocial  Factors 

The  findings  also  indicate  that  a  greater  reactivity  to  pain  from  an  upper  extremity 
disorder  and  its  impact  (i.e.,  catastrophizing)  is  predictive  of  poorer  outcome  at  1  and  3 
months.  Catstrophizing  in  relation  to  pain  has  also  been  found  to  differentiate  work- 
disabled  and  non-disabled  patients  with  a  work-related  upper  extremity  disorder  as  well 
as  those  with  longer  duration  of  disability  (Himmelstein  et  al.,  1995).  The  present  results 
regarding  heightened  reactivity  are  also  consistent  with  past  studies  indicating  the 
significance  of  considering  general  distress  in  workers  with  WRUEDs.  In  a  cohort  of 
Finnish  farmers,  psychological  distress  (measured  by  the  Symptoms  Distress  Checklist) 
was  found  to  be  a  risk  factor  for  disability  from  neck-shoulder  disorders  (Manninen  et  al., 
1997).  Additionally,  self-reported  depressive  symptoms  have  been  found  to  predict 
changes  in  neck/shoulder  and  upper  limbs  symptoms  in  both  men  and  women  (Leino  & 
Magni,  1993). 

Potential  Mechanisms 

In  considering  the  identified  risk  factors  of  the  present  study,  potential 
mechanisms  can  be  suggested  for  conceptualizing  how  these  variables  may  lead  to  poorer 
outcomes.  It  is  interesting  that  both  ergonomic  and  occupational  stressors  were  found  to 
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predict  poorer  outcomes.  While  multidimensional  models  of  WRUEDs  address  the  role 
of  ergonomic  and  occupational  psychosocial  factors,  their  roles  in  outcomes  is  unclear. 
One  possibility  is  that  in  workers  who  have  already  developed  a  WRUED,  occupational 
stress  can  result  in  a  heightened  physiological  reactivity,  which  in  turn,  can  lead  to  a 
more  detrimental  outcome  from  exposure  to  ergonomic  risk  factors.  This  construct  of 
“workstyle”  (Feuerstein,  Huang,  &  Pransky,  1999)  has  been  proposed  as  a  potential  link 
between  ergonomic  and  psychosocial  factors  in  WRUEDs.  While  further  empirical 
support  is  needed  to  validate  this  construct,  it  may  provide  a  way  to  understand  the 
potential  interaction  between  psychosocial  and  ergonomic  stressors. 

Interpersonal  relationships  on  the  job  also  appear  to  play  an  important  role  in 
WRUED  outcomes.  Again,  it  should  be  noted  that  the  Job  Stress  Subscale  of  the 
LISRES  (Moos  &  Moos,  1994)  used  in  the  present  study  included  items  concerning 
relationships  with  co-workers  and  supervisors.  Also,  job  support  was  found  to  be  a 
significant  predictor  at  both  the  1-month  and  3-month  follow-up  periods.  Therefore,  not 
only  can  adverse  work  relationships  be  a  source  of  stress  for  workers  with  WRUEDs,  but 
they  also  do  not  allow  the  worker  to  obtain  support  for  which  to  better  cope  with  pain 
and/or  other  consequences  of  the  disorder.  As  these  sequelae  persist  over  time,  they  may 
contribute  to  poorer  outcomes. 

Personality  factors  (e.g.,  stable,  enduring  interactions  with  one’s  environment) 
have  been  associated  with  upper  extremity  disorders.  For  example,  performance  focus 
and  efficiency,  goal  directedness,  timeliness  of  task  accomplishment,  and  organization  of 
physical  space  taken  from  the  Lifestyle  Approaches  scale  (Williams  et  al.,  1992)  have 
been  found  to  distinguish  between  carpal  tunnel  syndrome  (CTS)  and  non-CTS  patients 
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(Vogelsang,  Williams,  &  Lawler,  1994).  An  investigation  of  Danish  salespersons  with 
self-reported  musculoskeletal  (i.e.,  neck,  shoulder,  low  back)  symptoms  found  that  an 
interaction  between  low  control  and  high  levels  of  perceived  competition  from  other 
salespeople  placed  a  salesperson  at  a  greater  risk  for  neck-related  symptoms  (Skov,  Borg, 
&  Orhede,  1996).  It  has  also  been  reported  that  21%  of  acute  carpal  tunnel  syndrome 
patients  who  saw  an  orthopedic  hand  surgeon  met  DSM-QIR  diagnostic  criteria  for  at 
least  one  personality  disorder  (Mathis  et  al.,  1994).  In  this  sample,  obsessive-compulsive 
(9%)  and  paranoid  (9%)  personality  disorders  were  the  most  common  diagnoses.  This 
pattern  of  findings  suggests  that  high  levels  of  task-oriented  behavior  and  heightened 
sensitivity  to  negative  consequences  in  the  environment  are  associated  with  upper 
extremity  disorders.  Subsequently,  this  disposition  may  place  a  worker  with  upper 
extremity  symptoms  at  a  greater  susceptibility  for  distress  which  may  exacerbate  the 
problem. 

In  addition  to  these  personality  factors,  it  is  has  been  suggested  that  uncertainty 
about  prognosis  may  also  contribute  to  greater  distress  (i.e.,  catastrophizing)  in  WRUED 
patients  (Himmelstein  et  al.,  1995).  Failed  attempts  at  seeking  relief  may  further  result  in 
distress  regarding  the  WRUED  and,  therefore,  lead  to  poorer  outcome.  These 
possibilities  may  become  more  problematic  when  coupled  with  a  work  environment  that 
contains  adverse  relationships,  little  or  no  support  from  co-workers  and/or  supervisors, 
and  exposure  to  ergonomic  risk  factors.  Other  mechanisms  by  which  catastrophizing 
may  be  related  to  pain  experiences  include  a  negative  appraisal  of  and  a  decreased  ability 
to  cope  with  the  pain  (Weisenberg,  1994).  Therefore,  it  is  possible  that  stressful 
relationships  at  work  as  well  as  a  lack  of  support  may  result  in  a  reduced  ability  to  cope 
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with  and  recover  from  a  WRUED.  Subsequently,  workers  with  these  risk  factors  may  be 
more  likely  to  have  poorer  outcomes  in  relation  to  their  WRUED. 

While  these  potential  mechanisms  are  speculative,  they  highlight  future  directions 
for  which  research  on  WRUED  outcomes  can  proceed.  By  obtaining  a  greater 
understanding  of  such  mechanisms,  more  focused  prevention  and  intervention  efforts  can 
also  be  conducted. 

Implications  and  Suggestions  for  Intervention 

Few  prospective  studies  have  examined  the  combination  of  factors  that  were 
employed  in  the  present  investigation.  Furthermore,  while  past  studies  have  identified 
some  predictors  of  work-related  upper  extremity  disorders,  it  is  less  clear  what  role  these 
factors  play  once  the  problem  has  developed.  As  previously  discussed,  there  is  also  a 
need  to  identify  mechanisms  by  which  WRUEDs  occur  and  how  various  factors 
contribute  to  their  exacerbation  and/or  maintenance.  However,  the  present  findings  that 
ergonomic  risk  exposure,  job  stress,  job  support,  and  catastrophizing  predicted  composite 
outcome  at  3  months  highlight  the  potential  importance  of  an  integrative  approach  to 
improving  worker  health  and/or  preventing  further  decrements  in  outcome  following  the 
onset  of  a  WRUED.  In  addition,  the  present  results  suggest  that  such  efforts  should  also 
address  both  organizational  and  worker-related  factors. 

Several  organizational  interventions  have  been  suggested  to  address  ergonomic 
risk  factors  (e.g.,  Cohen  et  al.,  1997)  and  occupational  stressors  (e.g.,  Cooper  & 
Cartwright,  1997;  Murphy,  1996;  Ivancevich  et  al.,  1990).  However,  few  intervention 
strategies  have  been  proposed  that  target  both  ergonomic  and  psychosocial  stressors. 
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Attempts  at  reducing  these  stressors  should  utilize  a  multidisciplinary  team  that  involves 
management,  the  employee,  occupational  health  providers,  ergonomists,  and 
psychologists.  This  approach  has  been  suggested  as  a  feasible  way  for  generating  and 
implementing  accommodation  efforts  for  disabled  workers  in  light  of  the  Americans  with 
Disabilities  Act  (Kearney  1994;  Stockdell  &  Crawford,  1992;  Huang  &  Feuerstein, 

1998).  Schurman  (1996)  has  also  proposed  the  use  of  an  intervention  and  research 
method  called  “participatory  action  research  (PAR)”  for  redesigning  work  organizations 
as  well  as  to  improve  performance,  health,  and  safety.  Components  of  PAR  include:  a 
focus  on  system  development,  a  co-learning  process,  a  participatory  and  democratic 
process,  an  empowering  process,  and  a  balance  between  research  an  intervention. 
Additionally,  PAR  should  be  a  joint  effort  on  the  parts  of  labor,  management,  and 
researchers.  A  recent  publication  by  the  National  Research  Council  (Druckman,  Singer, 
&  Van  Cott,  1997)  has  noted  that  changes  in  technology,  environment,  and  the  population 
are  major  factors  that  influence  organizational  change.  In  response  to  these  changes, 
different  types  of  organizational  forms  have  been  developed.  One  such  form  utilizes  a 
team-based  organizational  approach.  While  these  teams  can  be  temporary  (called 
“adhocracies”)  or  permanent  in  nature,  it  has  been  suggested  that  they  can  be  appropriate 
given  a  particular  type  of  situation. 

With  a  multi-faceted  team,  a  problem-solving  strategy  (Nezu  &  Nezu,  1993)  may 
be  utilized  to  reduce  risk  factors  that  may  lead  to  decreased  worker  health.  Specifically, 
this  strategy  involves  identifying  and  analyzing  problems,  generating  potential  solutions, 
then  selecting,  implementing,  and  evaluating  the  solution.  It  has  been  indicated  that  self- 
appraised  “effective”  problem-solvers  tend  to  report  fewer  physical  symptoms  (Elliott  & 
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Mannarosh,  1994).  A  positive  relationship  has  also  been  shown  to  exist  between 
problem  solving  ability  and  reduced  levels  of  psychological  distress  (D’Zurilla  &  Sheedy, 
1991).  Other  studies  on  social  problem  solving  have  found  it  to  be  a  moderator  of 
depressive  symptoms  related  to  stress  (Nezu  et  al.,  1986;  Nezu  &  Ronan,  1988).  With  a 
multidisciplinary  team  involved  in  a  problem-solving  process,  it  is  possible  that 
considerations  and/or  barriers  can  be  more  directly  and  effectively  addressed.  As  a 
result,  more  immediate  and  efficient  solutions  for  reducing  organizational  and/or 
environmental  risk  factors  can  be  obtained  and  implemented. 

The  use  of  a  multidisciplinary  team  may  also  help  to  increase  levels  of  job 
support  It  should  be  noted  that  one  aspect  of  the  job  stress  measure  assessed  in  the 
present  study  was  interpersonal  conflicts  on  the  job.  Coupled  with  the  findings  relating 
to  job  support,  it  would  appear  that  interpersonal  relations  on  the  job  play  a  vital  role  in 
influencing  the  outcome  of  a  worker  with  a  WRUED.  This  suggestion  can  be  better 
understood  within  the  context  of  “autonomy  support.”  Ryan  and  Solky  (1996)  describe 
this  type  of  support  as: 

“...the  readiness  of  a  person  to  assume  another’s  perspective  or  internal  frame  of 

reference  and  to  facilitate  self-initiated  expression  and  action”  (p.  232). 

Within  a  work  organization,  it  is  possible  that  the  inability  of  a  worker  to  take  the 
perspective  of  management  and  vice  versa  may  help  explain  how  interpersonal  factors 
affect  upper  extremity  outcome.  Accordingly,  if  employees  and  management  can  leant  to 
increase  their  awareness  of  the  pressures,  concerns,  and/or  difficulties  of  the  other  party, 
then  a  less  antagonistic  and  more  supportive  environment  may  be  produced. 
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Furthermore,  with  such  a  support  system  available,  anxiety  and  heightened  reactivity 
(i.e.,  catastrophizing)  associated  with  the  disorder  may  also  be  reduced. 

Presently,  it  is  not  clear  how  to  best  design  a  work  environment  that  encourages 
autonomy  support  and/or  a  team-based  form  of  organization.  However,  the 
organizational  literature  has  discussed  total  quality  management  (TQM)  as  one  technique 
for  facilitating  organizational  change  that  encourages  such  workplace  attributes. 

Although  the  construct  of  TQM  has  not  been  clearly  specified  and  quality  can  be  a 
relative  concept  (Druckman,  Singer,  &  Van  Cott,  1997),  TQM  does  address  the  strategy, 
culture,  techniques,  activities,  and  overall  functioning  of  the  organization.  Therefore,  it  is 
possible  that  TQM  may  be  a  potential  strategy  for  improving  the  upper  extremity  health 
of  workers  as  well  as  enhancing  an  organization's  overall  performance.  However,  a  lack 
of  empirical  evidence  on  the  effectiveness  of  TQM  highlights  the  preliminary  nature  of 
these  suggestions  and  emphasizes  the  need  for  more  systematic  investigations  of  these 
approaches. 

Study  Limitations 

While  this  study  has  several  implications  for  the  improvement  of  physical  and 
psychological  health  as  well  as  for  secondary  prevention,  the  limitations  of  the  study 
must  also  be  taken  into  account.  In  generalizing  the  present  findings  to  a  larger 
population,  one  should  note  that  the  majority  of  the  participants  in  the  present  study  were 
college  educated,  Caucasian  women.  While  gender  differences  in  WRUEDs  have  not 
been  definitively  established,  past  studies  have  found  that  women  are  more  likely  to 
report  upper  extremity  symptoms  (e.g.,  Polanyi  et  al.,  1997;  Bernard  et  al.,  1994).  There 
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is  also  uncertainty  concerning  the  role  of  education  in  WRUEDs.  Certain  jobs  (i.e., 
cleaners,  hairdressers,  secretaries,  assembly  line  workers,  and  machine  operators)  have 
been  found  to  be  significantly  over-represented  in  women  who  were  diagnosed  with  an 
upper  extremity  disorder  (English  et  al.,  1995).  However,  job  type  may  not  necessarily 
be  a  direct  reflection  of  educational  level.  Therefore,  to  understand  how  applicable  the 
present  findings  are  to  the  population  in  general,  further  investigations  that  delineate 
individual  predictors  of  WRUEDs  (e.g.,  gender,  ethnicity,  education)  and  their  outcomes 
are  needed. 

The  eligibility  criteria  of  a  recent  diagnosis  presented  some  difficulty  in  obtaining 
participants  for  the  study.  Subsequently,  a  relatively  small  sample  size  was  examined. 
However,  even  with  the  limited  sample  size,  a  number  of  variables  were  found  to  be 
significant  predictors  at  3  months.  Therefore,  it  is  possible  that  for  the  identified  risk 
factors,  a  larger  sample  size  would  have  found  a  greater  likelihood  for  a  poorer  outcome. 

The  methodological  approach  used  in  obtaining  information  relating  to  upper 
extremity  diagnoses  could  have  also  been  improved.  Although  upper  extremity  disorder 
diagnoses  were  documented  by  each  participant’s  respective  health  care  provider,  the  use 
of  a  standardized  method  for  diagnosis  (e.g.,  using  a  single  physician)  would  have  been 
more  desirable.  Such  a  method  may  also  have  provided  useful  objective  information 
regarding  clinical  presentation,  symptoms,  and  quantitative  functional  limitations. 
Nevertheless,  given  that  significant  findings  were  obtained  with  a  diverse  set  of 
diagnostic  procedures,  this  study  provides  useful  information  concerning  this 
heterogeneous  population. 
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The  exclusive  use  of  self-report  measures  in  the  composite  measure  of  outcome 
may  have  also  been  a  limitation  because  of  the  potential  for  subject  bias.  The  Symptom 
Severity  Scale  and  the  Functional  Status  Scale  were  utilized  in  the  present  study  because 
of  their  correlations  with  other  clinical  measures  (Levine  et  alM  1993).  Nevertheless, 
future  investigations  should  incorporate  concurrent  measures  of  symptoms,  functional 
limitation,  and  psychosocial  factors  from  sources  such  as  health  care  utilization  and/or 
medical  records,  personnel  records,  and/or  supervisor  reports.  It  has  been  argued  that 
because  expert  judgments  as  well  as  self  reports  of  ergonomic  exposures  may  provide 
only  a  limited  amount  of  information,  future  research  might  also  use  direct  observations 
in  the  ergonomic  assessment  (van  der  Beek  &  Frings-Dresen,  1998). 

It  is  also  possible  that  differences  in  the  patterns  of  predictors  may  have  been 
found  for  a  longer  follow-up  period.  The  predictors  of  composite  outcome  status  may 
change  when  a  patient  has  had  time  to  heal  and/or  obtain  treatment.  Presently,  there  is  an 
on-going  effort  to  determine  outcome  in  these  patients  after  a  12-month  period.  Once 
this  follow-up  is  completed,  it  would  be  possible  to  determine  whether  any  differences 
occur  in  the  patterns  of  predictors  overtime.  These  subsequent  results  may  also  provide 
further  direction  for  improving  worker  health  and/or  secondary  prevention  efforts. 

One  other  potential  study  limitation  may  be  the  definition  of  composite  outcome. 
While  symptoms,  function,  lost  days,  and  mental  health  have  recently  become  more 
commonly  measured  clinical  outcomes,  perhaps  a  more  empirically  validated  set  of 
outcomes  should  be  examined.  However,  few  studies  have  utilized  a  composite  outcome 
measure  that  incorporates  both  physical  and  mental  health  outcomes.  Consequently,  it  is 
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difficult  to  ascertain  what  a  meaningful  measure  of  composite  outcome  and/or  health 
should  entail. 

Conclusion 

The  present  investigation  indicated  that  ergonomic  and  psychosocial  stressors 
associated  with  one’s  work  are  predictive  of  poorer  outcome  in  workers  with  a  WRUED. 
There  were  also  indications  that  medical  history,  symptom  severity,  and  interpersonal 
factors  deserve  attention  as  potential  moderators  of  these  stressors.  Implementation  of  an 
interdisciplinary  team  that  utilizes  a  problem  solving  approach  was  proposed  as  one 
strategy  for  removing  potential  barriers  that  contribute  to  poorer  outcome.  An 
organization  with  such  a  team  dedicated  to  improving  worker  health  may  also  facilitate 
more  positive  worker  perceptions  of  a  supportive  work  environment.  While  future 
evaluation  of  such  an  intervention  is  needed  to  determine  its  efficacy,  the  present  findings 
indicate  that  medical,  physical,  ergonomic,  and  psychosocial  factors  all  need  to  be 
addressed  in  any  efforts  targeted  at  helping  workers  recover  from  work-related  upper 
extremity  disorders.  By  improving  outcomes  in  these  workers,  it  is  hoped  that  recurrent 
and/or  chronic  problems  associated  with  these  disorders  can  be  prevented.  Subsequently, 
it  is  possible  that  organizational  efficiency  as  well  as  worker  satisfaction,  productivity, 
and  overall  quality  of  life  can  be  increased. 


TABLES 
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CORRELATIONS  AMONG  MEDICAL  STATUS  MEASURES 
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too  >  a  „  so‘o  >  a 
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CORRELATIONS  AMONG  PHYSICAL  FUNCTION  MEASURES 
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OCCUPATIONAL  PSYCHOSOCIAL  MEASURES 
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CORRELATIONS  AMONG  WORK  DEMAND  MEASURES 
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CORRELATIONS  AMONG  INDIVIDUAL  PSYCHOSOCIAL  MEASURES 
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TABLE  7 

STANDARDIZED  FACTOR  LOADINGS  FOR  COMPOSITE  OUTCOME  INDEX 


Composite  Health  Index  Loading 

Factor 

1  Month 

3  Months 

Functional  Severity 

0.871 

0.875 

Symptom  Severity 

0.832 

0.804 

Days  Lost 

0.431 

0.723 

Mental  Health 

0.755 

0.689 
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TABLE  8 

DEMOGRAPHIC  CHARACTERISTICS 


Age 

Mean  (years) 

SD 

40.8 

10.5 

n 

% 

Gender 

Female 

54 

77.1 

Male 

16 

22.9 

Ethnicity 

White/Caucasian 

52 

74.3 

Black/African-American 

11 

15.7 

Latino/Hispanic 

4 

5.7 

Asian/Pacific  Islander 

2 

2.9 

Other 

1 

1.4 

Education  Level 

High  School  Diploma  or  GED 

5 

7.1 

Some  college 

17 

24.3 

2  Year  degree 

6 

8.6 

Bachelor’s  degree 

10 

14.3 

Some  graduate  school 

11 

15.7 

Master’s  degree 

15 

21.4 

Graduate  degree 

6 

8.6 

Job  Category 

Clerical  worker;  word  processor 

23 

34.3 

Professional/Technical 

23 

34.3 

Management/Administration 

12 

17.1 

Service 

4 

5.7 

Sales 

3 

4.3 

Machine  Operator 

2 

2.9 

Craftsman 

1 

1.4 

n*  70 
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TABLE 9 
DIAGNOSES 


^^^^^^^^^SpecjficICD-^iaanosU^^^ 

Nerve  Root  end  Plexue  Disorders  (353) 
Thoracic  Outlet  Syndrome  (353.0) 

Mononeuritis  of  Upper  Umb  (354) 

Carpal  Tunnel  Syndrome  (354.0) 

Unspecified  mononeuritis  of  upper  limb  (354.9) 
Cubital  Tunnel  Syndrome  (354.2) 


No.  of 
Subjects  * 


2 


33 

3 

1 


Disorders  of  the  Cervical  Region  (723) 

Cervicalgia  (pain  in  neck)  (723.1)  2 

Unspecified  neck  symptoms  or  disorders  (723.9)  1 

Peripheral  Enthesopathies  (726) 

Lateral  epicondylitis  (726.32)  5 

Medial  epicondylitis  (726.31)  2 

Unspecified  enthesopathy  (726.9)  2 

Tendon,  Synovium,  and  Bursa  Disorders  (727) 

Unspecified  disorder  of  synovium,  tendon,  and  bursa  1 3 

(727.9) 

Radial  styloid  tenosynovitis  (deQuervain’s)  (727.04)  4 

Trigger  finger  (acquired)  (727.03)  1 

Other  tenosynovitis  of  hand/wrist  (727.05)  1 

Disorders  of  muscle,  ligament,  and  faacia  (728) 

Muscle  spasm  (728.85)  1 

Unspecified  disorder  of  muscle,  ligament,  and  fascia  (728.9)  1 


Other  Disorders  of  Soft  Tissues  (729) 

Myalgia,  myositis,  fibromyositis  (729.1)  2 


*  Note:  Total  number  of  subjects  is  greater  than  sample  size  (n  =  70)  because 
certain  subjects  had  multiple  diagnoses. 
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TABLE  10 


TREATMENTS  USED  PRIOR  TO  BASELINE,  1  &  3  MONTH  FOLLOW-UPS 


Baseline 

1  Month 

3  Months 

Treatment 

fl(%) 

n(%) 

"(%) 

Medical 

Nonsteroidal  anti-inflammatory  drugs 

59  (84.2) 

56  (80.0) 

44  (62.9) 

Local  steroid  injections 

14  (20.0) 

17  (24.3) 

14  (20.0) 

Surgery 

6  (8.6) 

5(7.1) 

9  (12.9) 

Other 

2  (2.9) 

4  (5.7) 

5(7.1) 

Oral  steroids 

2  (2.9) 

1  (1.4) 

0  (0.0) 

Antidepressants 

1  (14) 

4  (5.7) 

3  (4.3) 

Physical  Therapy 

Splinting 

36(51.4) 

37  (52.9) 

30  (42.9) 

Ultrasound 

17  (24.3) 

18  (25.7) 

16  (22.9) 

Other 

16  (22.9) 

17  (24.3) 

17  (24.3) 

Muscle  re-education 

11  (15.7) 

9  (12.9) 

9  (12.9) 

Transcutaneous  nerve  stimulation 

9  (12.9) 

11  (15.7) 

10  (14.3) 

Traction 

3  (4.3) 

3  (4.3) 

3  (4.3) 

Collar 

0  (0.0) 

2  (2.9) 

1  (14) 

Psychological 

Stress  management 

6(1.4) 

4  (5.7) 

5(7.1) 

Other 

1  (1.4) 

1(1.4) 

0  (0.0) 

Pain  management 

0  (0.0) 

2  (2.9) 

1  (14) 

Psychotherapy 

0  (0.0) 

1  (14) 

0  (0.0) 

Biofeedback 

0  (0.0) 

0  (0.0) 

1(14) 
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TABLE  11 

TEST-RETEST  RELIABILITY  OF  INDEPENDENT  VARIABLES 


Measure 

r 

Symptom  Severity  Scale 

0.79** 

Functional  Status  Scale 

0.90** 

SF-36  Mental  Health  Subscale 

0.84** 

Ergonomic  Stressors  Scale 

0.86** 

Job  Stress  Subscale 

0.83** 

Cognitive  Workstyle 

0.85** 

Job  Support 

0.84** 

Catastrophizing 

0.72** 

Work  Accommodation 

0.42* 

n  =  23 

*fi<0.05  **fi<0.001 


Note:  Duration  =  2  weeks 


PREDICTORS  OF  COMPOSITE  OUTCOME  STATUS:  1  MONTH 
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fi<0.05  “  e  <  0.01 


PREDICTORS  OF  COMPOSITE  OUTCOME  STATUS:  3  MONTHS 
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to  o^a  ..  so‘o  >  a 
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TABLE  14 


PREDICTORS  OF  INDIVIDUAL  OUTCOMES:  1  &  3  MONTHS 


Days  Lost  in  P 

1  Month 

ist  Month 

3  Months 

Variable  Bata  AR2 

No.  of  Past  UE 

Diagnoses  -0.330  **  0.184 

Baseline  SSS 

Score  0.267  *  - 

Baseline  Days 

Lost  0.465  **  0.294 

Variable  Beta  AR2 

Baseline  SSS 

Score  0.301  *  0.210 

Cognitive 

Workstyle  0.444  **  0.128 

Symptom  S 

1  Month 

e verity 

3  Months 

Variable  Beta  AR2 

Baseline  SSS 

Score  0.755  **  0.635 

Perceived 

Exertion  -0.188  *  0.023 

Catastrophizing  -0.281  *  0.022 

Variable  Beta  aR2 

Baseline  SSS 

Score  0.557  **  0.404 

Catastrophizing  -0.482  *  0.066 

Functional 

1  Month 

Status 

3  Months 

Variable  Beta  AR2 

Baseline  SSS 

Score  0.182*  0.613 

Catastrophizing  -0.308  *  0.027 

Variable  Beta  aR2 

Baseline  SSS 

Score  0.230  *  0.497 

Catastrophizing  -0.472  *  0.063 

Mental  H< 

1  Month 

with 

3  Months 

Variable  Beta  AR2 

Baseline  SF36 

Mental  Health 

Score  0.666  *  0.541 

Catastrophizing  0.484  **  0.066 

Variable  Beta  aR2 

Baseline  SF36 

Mental  Health 

Score  0.652  **  0.434 

Perceived 

Exertion  0.246  *  0.038 

n  =  70 


*  £  <  0.05 


£<0.01 


APPENDICES 
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WRUED  PHONE  SCREEN  INTERVIEW 
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Hi,  I’m _ _  a  researcher  at  the  Uniformed  Services  University.  I’m  calling  you  back  to 

ask  whether  you  are  interested  in  participating  in  the  research  study  of  work-related  upper 
extremity  disorders.  The  study  involves  coming  in  for  ONE  1  to  VA  hour  visit  where  you  will 
fill  out  a  questionnaire  and  complete  several  tasks.  You  will  also  be  given  three  copies  of  a  brief 
20-minute  questionnaire  to  fill  out  1, 2,  and  3  months  after  your  visit  You’ll  mail  them  back 
in  the  self-addressed,  pie-paid  envelopes  provided. 

None  of  the  procedures  are  harmful  or  dangerous  in  any  way.  For  instance,  there  are  no  needles 
or  blood  draws  or  taking  of  any  drugs.  For  your  participation,  (a  total  of  about  2  hours  of  your 
time),  you  will  receive  $40.00  upon  completion  of  the  third  follow-up  questionnaire. 

Do  you  think  that  you  might  be  interested  in  participating? 

If  NO,  say,  “Thank  you  anyway  for  your  time.  Goodbye." 

If  YES,  say,  “Great.  Let  me  do  two  things  now  if  you  have  a  few  minutes.  OK,  the  FIRST  thing 
I’d  like  to  do  now  is  to  ask  you  some  questions  in  reference  to  your  medical  history.  Do  you  have 
a  few  more  minutes  now  to  answer  these  questions? 

If  NO,  say,  “When  is  a  good  time  for  me  to  call  you  back?" 

If  YES,  continue  with  he  screen  on  the  next  page. 

Interviewer. _ 

Date: _ 

Name: _ _ 

Phone:  H _ _/W - 


Gender  M  F 


l )  What  is  your  age? 


2)  Are  you  currently  employed?  Y  N 

If  YES,  how  many  hours  per  week? _ 

If  YES,  what  kind  of  work  do  you  do? . 
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3)  Have  you  been  diagnosed  with  an  UPPER  EXTREMITY  DISORDER  Y  N 

If  yes,  when? _ _ 

If  yes,  did  you  or  the  doctor  who  diagnosed  it  believe  that  it  was 

related  to  your  work?  Y  N 

If  yes,  was  the  diagnosis  within  the  last  30  days?  Y  N 

(will  accept  up  to  six  weeks) 

If  yes,  have  you  ever  had  surgery  for  an  Upper  Extremity  Disorder?  Y  N 

If  yes,  would  you  be  able  to  obtain  a  note  from  your  doctor 

stating  this  or  would  he/she  be  able  to  fill  out  a  short  form  with 

a  couple  of  questions  about  your  diagnosis?  Y  N 

4)  Do  you  have  any  significant  medical,  physical,  or  emotional  problems, 
such  as  diabetes,  ulcer,  thyroid  problems,  arthritis,  alcoholism,  depression, 

panic?  Y  N 

If  yes,  what? _ 

when? 

What  kind  of  medications  were  you  prescribed? 


5)  Are  you  taking  any  medications  currently? 

If  YES,  what _ 

6)  Do  you  have  any  other  condition  that  might  be  affecting  your  current  health  status? 

Y  N 

Do  you  have  any  questions? 

AFTER  THE  MEDICAL  SCREEN: 

OK,  SECOND,  let  me  briefly  explain  the  main  components  of  the  study.  One,  at  your  visit,  you 
will  be  given  a  questionnaire  to  fill  out  that  will  ask  you  some  questions  about  such  things  as 
your  work,  medical  history,  and  your  pain  or  symptoms.  You  will  have  your  height  and  weight 
measured,  along  with  what  we  call  a  pinch/grip  test  of  your  hand  strength.  Afterward,  you  will  be 
given  three  copies  of  a  brief  questionnaire  to  take  home  and  mail  back  l,  2,  and  3  months  after 
your  visit  That's  it  Any  questions  at  this  point? 

What  would  be  a  good  time  for  you  to  come  and  do  the  questionnaire? 


UPPER  EXTREMITY  SCREEN 


NAME: 

DATE: 

SOCIAL  SECURITY  NUMBER: 
STREET  ADDRESS: 
CITY,  STATE,  ZIP: 
WORK  ADDRESS: 
CITY,  STATE,  ZIP: 
HOME  PHONE: 
WORK  PHONE: 


HEIGHT 


1)  Ago:  What  H  your  data  of  birth?  (nionthtaay/yaar)  _ _ _ _ 

2)  Qondar  Mato _  Ftonvit _ 

9)  EducalloiK  What  is  Ptahighaot  total  of  education  that  you  havscoinptotad?  (Osteons 
to)  Laos  toon  High  School 

b)  High  School  Optoma  or  GEO 
0  SowoCoMogo 

•)  Bachelor's  Oogrst 
I)  Somo  graduate  school 

g)  Maelor's  Oograa 

h)  Ortodulo  Dogrot 

4)  Marital  Statue:  fGtateonsteOwj 

b)  Single  but  cohabiting  (unmarried.  living  together  in  romantic  love  relationship) 

c)  Divorced 

m\  MMSMMd 

wf  f  inuntwn 

f)  Married 


S)  Ethnidty/Raos:  (Ctateonsteaw) 
to)  Aston  or  PaeMc  Islander 
b)  Black  or  African-American 

e)  Latino  or  Hispanic 

d)  NaMvsAmsrtean  or  Alaskan  Nabvs 
a)  White  or  Csursstan.  but  non  Hispanic 

f)  Otaer _ 


•)  What  are  you  primarily?  (State  am) 


7)  What  to  your  ctoiant  job  tola? 


•) 


•)  Hour  tang  hast  you  hold  your  ounant  job? 


IS)  to  your  job. 


11)  How  long  have 
typo  of  job? 


Ptae«  In  V  £  So  to*  fcf  m«dhr *h*n  l'0" •"■*** ^ " *****  **- 

PtoM«n*ir  •BrmanM»yBu«**raannWlK*^f<' 


ryou  ww» on  *****  ftrtos  Mon  on.  month,  MM* Ito  numfrafwks  by p*c*9  •  nmb*Mc*ngMb«omtimk 


If  you  woroon  2  woott  limltod  duty  ond  2  «Mki  "9^  P^6*  ‘2L*  ^  *2ir  * ! 

I-*-*  ** ^or^by-2^L-if«t«dof«2L.- 


JUL  I  AUG 


NOV  I  DEC 


JUN  I  JUL  I  AUG 


OCT  I  NOV 


H.  MEDICAL  STATUSi 


13)  Hm  you  had  any  pain  or  ditcomfort  tut  you  boliovt  to  bo  roiotad  to  your  wort? 


+0fHfl»alof  teoro) 


14)  Hm  Ms  ptoWombooniiMrforinfluiHh  your  ability  Id  4o  your  job? 


13)  Haw*  you  boon  maintaining  your  regular  work  tehoduie  and  number  of  hourt? 


13)  hm  your  work 


toabmitad. 


or  light  duty  «to«u«? 


17)  Move  you  mioood  work  duo  to  thi*  protoiom? 


18)  If  Yoo,  how  much  work  did  you  mioo  in  3m  last  moot*  duo  to  Ms  prektam? 


13)  Mom  you  not  boMOblo  to  work  atoll  duo  to  work 


mjury 


Not  01  AM 
UkoMo 


21)  Excluding  your  peasant  probtem.  have  you  avar  had  a  poor  worker's  oomp  injury?  fare*  om)..  Ym 


22)  2yMlo421.«Myeuofffrem«McklBrmoi«ttwn6inonttw?(iBir%aM) . Ym 

2S)  Tobaeoo  Maks  History:  Do  you  smoke  ogarahes  or  chaw  tobacco? .  Ym 

24)  If  ao  how  mar*  cioarttlss  or  how  much  tobacoo  do  »ou  chaw/da  v? 

25)  Oo  you  ever  consume  alcohol? .  Ym 

21)  If  m  how  many  drinks  (count  doubtoe  m2)  per  aroak? 

27)  Do  you  taka  any  pmacripkon  madtaadons? .  ym 

2t)  If  ao  what  ara  thaM  wadicattowa? 

*»)  Hoar  much  and  how  oban  do  you  taka  thaM  pmacription  medications? _ 


30)  Do  you  take  any  non-ptMcripdon  wadieMona? .  Ym 

31)  If  ao  what  art  thaaa  madicabona? _ , _ 

*2)  Hoar  much  and  how  oOan  do  you  taka  Owm  norvprascription  madteadoM? 

33)  Hava  you  baan  dtognoaad  with  a  apactoc  uppar  atoramity  diaordar? .  Ym 

If  W WTW VMI TO  QtBQnOmUmf 

a  MmI  iMya 

*mVw  www®  BOTII  ®»S§S  wjf  •  ywow  ImKI  wBfllSifilWIS®*  Qm^m  l^wwi  i«aS wH » 


buraHatoanyofiia 
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SC)  What  «ms  toe  length  of  tint*  between  the  onset  of  any  upper  estremity  symptoms  and  your  seeking  medical  help? 


_ Had  no  dMieuKy  that  needed  medical  help  (skip  to  #41) 


_ 0-1  month 

months 


_  6-12  months 


_  Haas  probtama  but  never  sought  medical  help  (skip  to  §41) 


JT) 


cheek  aR  of  the  toCewing  therapies  that  you  have  had  for  any  type  of  pain  or  other  pratolom  In  your  hands, 
or  hack: 


MEDICAL: 

MnMtefntrfaj  iiii  «-  f  ijirn  Hofv  dnoi  ft  •  lltuomfon  Naaraxan  Naanavn) 

vmmmswwvimi  meniHmHaimMiy  wimo  \i*w •  •  iin^n vno> i|  i %  wyi > / 


_ Other  (specify). 


PHYSICAL  THERAPY: 


Traction 
—Color 
_ Other  (specify) , 


PSYCHOLOGICAL: 


_ Otoer  (speedy). 


and  therapy  you've  had  tor  your  work  injury.  How  much  pain  or  discomtort  haw 


had  from 
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•  40)  Hawpaunr  had  aiamn/k)ramtk*atatadatetlmr»  In  anvofth—  mtaam.7  (PltamdmektMtmmM 

Hack  __ShouldOf  _ Elbow  _ Foroorm  Kand/Wriit 

41)  Hava  you  avar  boon  toM  by  a  doctor  that  you  hodany  ofthc  foNowine?  (Pham  ehaek  at  mat  apply) 


__Oout 

___  Thyroid  prcMams 

_ i  upm 

_ Ruphaod  disc  in  NECK 

_RupMad  disc  in  BACK 

nmunMno  wwim 

AtaohoNom 
^_Wdnoy  FaMuw 

Hour  ftotoM  hova  «w  Mooring  ptovMm  and  toaanonlo  boon  toward  your  roeovory  from  your  wortc  fctfuiy? 
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ft**  about  the  parson  (fenu.y  doctor,  chiropractor,  ate.)  who  primarily  treated  you  for  your  work  injury.  Did  this  person. 


•2)  Exp**  your  medical  condition*  a  way  that  you  could  understand? .  Yaa  No 

•1}  TaN  you  when  you  oouid  return  to  wort? _  Yaa  No 

04)  Enoourage  you  to  go  beck  to  wort? _ Yaa  No 

06)  Taho  your  problom  seriously? . Yaa  No 


«.  MUN/I 


00)  How  savors*  the  hand  or  wrist  pa*  that  you  have  at  night? 
1  I  do  not  hove  hand  or  wrist  pa*  at  night 

•%  a  au  -j - >— 

•  MBo  pun 
3  Modems  pa* 
w  Nwn  pmn 
5  Very  savors  pa* 


6?)  How  Oden  did  hand  nr  wrist  ggjpwoke  «**»■  wfcpht  iw  e^  ■■■«  smw 

1  Never 

2  Onee 

3  Two  or  throe  times 

4  Four  or  fve  times 

5  More  than  fve  times 


•9)  Do  you  typically  have  pe**  your  hand  or  wrist  during  the  dgytjnt? 

t  I  never  hove  pa*  during  the  day 

2  I  have  mNd  pa*  during  the  day 

3  I  have  modems  pa*  during  the  day 

4  l  have  savors  pa*  during  fie  day 

5  I  have  very  severe  pa*  during  the  day 


1  Never 

2  Onooortwioaadoy 

3  Throe  to  fee  hmaa  a  day 

Jk  SSa^&  ItaMA 

#  mbiv  ran  iw  piw  my 

8  The  pa**  constant 


70)  Hew  long,  on  average,  does  an  episode  of  pa*  last  during  the  gmfna? 

1  l  never  got  pa*  during  the  day 

2  Less  Own  10  minutes 

3  10  to  60  minutes 

4  Greater  then  60  minutes 

8  The  pa*  is  constant  throughout  fie  day 
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71)  Oo  you  have  «»«*«*«  (loss  of  sensation)  in  your  hand? 

1  No 

2  I  how  mMd  numbnwt  _ 

3  1  hauo  mmImooo 

I  thw  vvototot  nunwisH 
4  IhovoaovomnumbnoM 

i  iwv  vwy  mpi  nunvnvM 

72)  Do  you  how  lOMkOitt  in  your  hand  or  wrist? 

1  Wonartmn 
2  MM  woaknoos 
3  Modoratowooknoss 
4  ffoiroro  wahnooa 
6  Vary  mwm  wooknoM 

73)  Oo  you  haw  iggioa.aonwlions  in  your  hand? 

1  Noinglino  7t)  OoyouhowdNRcuky  wkh  grospinganduMOtwnoH 

2  MM  Ongllng  objocts  ouch  as  koyt  or  pant? 

3  Modoraio  tingling 

4  Sowow  angling  1  NodMiculty 

5  Vary  sow*  tingling  2  MMdMHouky 

3  ModorMo  dMRoukv 
4  Sovoro  difficulty 
5  VOry  aovofo  dNIeuNy 

(Ptac*  a  wtmight  vertical  On*  I  through  th*  appnpri^  aim*  on  tht  horizontal  lm  b9km.)  You  c*i  uMttmmbn  nng*  to  fst 

•a^iaala  mah#  ua>u*a  @ 

vRmv  your  fruiivr. 


I  kBuA  •  Ijteu  maLi 

^  i  mw  i  low  pstn  minoiQ. 
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<V.  ACTIVITY 

On  «  frptoaf  an  two  nwH  have  hud  nd 

wrist  symptoms  caused  you  to  have  any  difficulty  doing  the 
acrivMaa  Nstad  bataw?  Please  chela  one  number  that  best 
daaeribaa  your  aridity  to  do  Via  activity. 

•3)  Writing 

1  No  difficulty 

2  MM  ddicudy 

3  Moderate  dNRculty 

4  Savors  difficulty 

5  Cannot  do  at  ad  dua  to  hand  or  wrist  symptoms 

ttsMMaaaieoaa 

9t|  PUIMWiy  Of  IMIWI 

1  NodNRcuRy 

2  MM  dMRculty 

o  nrmVviiv  BHwawy 

4  Sonata  ddiculty 

3  Cannot  do  at  ad  duo  to  hand  or  wrist  symptoms 
•6)  HnWinn  o  book  wrido  laadino 

1  No  difficulty 

2  MSd  difficulty 

3  Modarato  difficulty 

^  owov  onnouny 

5  Cannot  do  at  aidua  to  hond  or  wrist  symptoms 


Ml  Griooino  of  a  talsohona  handla 

1  No  difficulty 
2  MM  difficulty 
3  Modarato  difficulty 
4  Savaia  dNRcuHy 

5  Cannot  do  at  aidua  to  hand  or  wnst  symptoms 

■7)  Opaning  of  )ars 

1  No  ddiculty 
2  MM  difficulty 
3  Modarato  difficulty 
4  Savara  ddiculty 

8  Cannot  deal  ad  dua  to  hand  or  wrist  symptoms 

It)  Household  choras 

1  No  ddiculty 
2  MM  ddiculty 
3  Modarato  ddicudy 
4  Smm  dNieuliy 

S  Cannot  do  at  ad  duato  hand  or  wrist  symptoms 

Si)  Carrying  of  grocery  bogs 

1  No  ddicudy 
2  .MM ddicudy 
3  Modarato  ddicudy 
4  Savara  ddicudy 

8  Cannot  do  at  aidua  to  hand  or  wrist  symptoms 


•0)  Bathing  and  dressing 

1  No  difficulty 

2  MM  difficulty 

3  Modarato  ddicudy 

4  Savara  ddiculty 

8  Cannot  do  at  ad  dua  to  hand  or  wrist  symptoms 


•1)  Typing /keyboarding/ word  processing 

1  No  difficulty 

2  MM  ddicudy 

3  Moderate  difficulty 

4  Savara  ddicudy 

8  Cannot  do  at  aidua  to  hand  or  wrist  symptoms 


•2)  Lilting  a  heavy  box 

1  No  difficulty 

2  MM  difficulty 

3  MOQirpi  avmcury 

4  Savors  ddiculty 

8  Cannot  do  at  aidua  to  hand  or  wrist  symptoms 


•3)  Reaching  ovarhood 
1  No  difficulty 


2  MM  difficulty 

3  RROOPP9  wimwiijr 

5  cSwtdo^tai  dua  to  hand  or  wrist  symptoms 

•4)  Using  a  hammer  or  screwdriver 

1  No  ddicudy 

2  MM  ddicudy 

3  Modarato  difficultv 

v  maaaiaia  wniwwwsy 

8  Cannot  doustod  duo  to  hond  or  wrist  symptoms 


M)  Hobbies 

1  No  ddicudy 

2  MM  ddicudy 

3  Modarato  ddicudy 

4  4MRou4y 

8  Cannot  do  at  ad  dua  to  hand  or  wrist  symptoms 


9V)  Htwinni  |9w  fw 

1  Noddtoudy 

2  MMddfaudy 

3  Modarato  ddicudy 

4  Savara  ddicudy 

8  Cannot  do  at  ad  due  to  hand  or  wrist  symptoms 


\  •'/)  Blushing  your  tooth 

1  No  dfificuky 

2  Mid  difficulty 

3  Moderate  dfificuky 

4  Ssvsrs  difficulty 

8  Cannot  do  at  ad  dus  to  hand  or  wrist  symptoms 


ft)  Picking  up  a  ooin  or  other  small  objad  in  your  fingars 

1  No  difficulty 

2  IMd  difficulty 

3  Modorsto  dfificuky 

4  Savors  dfificuky 

5  Cannot  do  at  afidus  to  hand  or  wrist  symptoms 


SS)  Stooping 

1  No  dfificuky 

2  MHd  difficulty 

3  Modsists  dfificuky 

4  Savors  dfificuky 

8  Cannot  do  at  all  dim  to  hand  or  wrist  symptoms 


188)  In  gonoroi.  would  you  say  your  hoskh  is: 

(an*  am) 

CsasSsnt  Vsry  Goad  Pair  Poor 
Good 

181)  Coatpaiad  to  ana  yoar  ago.  how  would  you  rats  your 
hoakh  in  gonoroi  now?  (cWs  am) 

a)  Much  tosdsr  than  onoyoor  ago 
D)  80niPWi*BiiPiiinoni|iPi|o 

c)  About  thosamo  as  onoyoor  ago 

d)  Somowhatwomo  now  than  onoyoor  ago 
a)  Much  worse  than  onoyoor  ago 

The  Mowing  hams  ors  about  adMias  you  might  do  during  s 
typical  day.  Doss  yourhaaflh  limit  you  in  thoos  sckvkiss? 


181)  MjpomusacIMVBS.  such  os  naming,  fitting  hoavyoMds. 
pariidpstlnB  in  cummin  sports 

Yss.  Smkod  a  lot  Yoo,  «mSsd  o  NMo  No.NotamssdotsB 


top  MbdSmfs  ardiiflsi  suit-  it  — ~i~l)  ~  — ^  ‘ 

VHUURI  CNtMTi  DOWWHQ*  OT  PVyinQ  9®” 

Yoo.  fimSsd  slot  Yoo.  HmSodokOto  No.NotsmBoddss 


1G4)  Idling  or  eenylng  groceries 

Yoo.  SnVM  o  lot  Yoo.SmksdskMo  tto.Ndbofiodotss 


108)  CNmbing  savors/ flights  of  stain 
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Yos.  kmdod  •  tot  Yos.  HmOad  a  Mbs  No.  NstlMM  a 

108)  Climbing  one  flight  of  stairs 

Yos.  Smkod  a  lot  Vos.  HmSod  o  HMo  No.  Not  Smkod  ai 

107)  Bondino  knooiino  or  stoooino 

sop*  f  wimwM|  mmwmM|  op*  awwprw^p 

Yos.  SnVM  a  lot  Vos,  ImSod  a  WOo  No.  Not  Smkod  at 

100)  Wafidng  mom  than  a  mfio 

Yos,  IMM  o  lot  Yss.  imaad  a  SOto  No.  Nol  hnWad  w 

100)  Wafidng  sovam/ docks 

Vos.  SmSad  a  lot  Yas,  kmaod  a  kklo  No.  Noiamkedat 

110)  Walking  ono  Mock 

Yoa.  HmSod  a  lot  Yaa.  hmiad  a  MOo  No.NotSmoadot 

111)  Bathing  or  dmaaing  younofi 

Yoo.  Imaad  slot  Yas.  imood  a  WOo  No.  Not  vmkad  st 

During  tho  post  4  waoks.  have  you  had  any  of  tho  tofimoing 
probiomawkh  your  work  or  other  angular  doily  odivitioi  os  a 
msu*  of  yaurphysea/ftoafift?  (Cam  v$$  or  No  tor soon  mmi 

112)  Cut  down  tho  amount  of  timo  you  apont  on  worn  or  otho 

Yoo  No 

113)  Aooompisnad  toss  than  you  would  Kko 

Yoo  No 

114)  WBfl  VMM  V  wV  mo  Of  wmm  m  wir  Bmivmi 

Yoo  No 

lip  Hod  dfificuky  portomvngfwwortt  or  othorockviOos  (to 
example.  k  took  am  aftott) 


Vi 


During  tha  put  4  wNkt,  have  you  had  any  of  the  Mowing 

problems  wih  your  work  or  other  regular  dalyaclMliesasa 
msuff  of  •nymobonipntfms  (such  at  foaling  depressed 
or  anxious)? 

11«)  Cm  down  Iho  amour*  offtna  you  spool  on  work  or  other 
acdviSss 

Vos  No 


117)  AocompMthtd  Hu  than  you  wouU  like 

Yoa  No 


IIS)  OMnl  do  workorotfwractMtfos  as  carofbiy  as  usual 
Yaa  No 


IIS)  During  the  past  4  waste,  to  wtiatoxlsnt  has  your 
physical  haaMh  or  ornottonal  proMarns  interfered  with 
your  normal  social  ecbvitiea  with  family,  friends, 
neighbors,  or  groups? 

Not  MM  ANMM  Modaraielj)  QuBoabi  ErtwmMy 


126)  Hour  much  Podgy  poinhava  you  had  during  thepasf  4 
woo fcs? 


121)  During  tha  past  4  woofcs,  how  muchdU  pain  Marfsrs 

VOT1  |W  nwIraM  im  \snMwng  wwi  Wwn  Owiaww  WW 

homa  and  housowoth)? 

Not  MM  A  MW  M  ModoraMy  Quia  a  M  EMwnwly 


Thaoa  questions  ora  about  how  you  fool  and  how  Stings  hove 
boon  wdh  you  Muring Sioposf  4  woofcs.  For  each  question, 
pioosa  give  the  ono  anowor  that  eomas  elosost  lo  ite  way  you 
have  boon  fading.  How  mueh  of  Swims  during  thepasf  4 


122)  DU  you  fsal  M  of  pap? 


laASISeefSwbms 


124)  Have  you  INtao  down  in  the  dumps  that  nothing  cout 
choof  youup? 


5-AHofthetime 

4aMoatofSwtlme 


128)  Haas  you  NS  calm  and  poaosM? 

SaASoMhotims 

4HNoatofVwttma 

S*A  good  bit  of  Sw  lime 

2utaawofStaSma 

laASMaofdwdma 

ONHonaofStaMma 

12S)  DU  you  have  a  let  of  onorgy? 

SaAHofthatima 
1  ■Most  of  the  time 
SoA  good  bit  of  Sw  time 
2uSomaofthatima 
luASMaofthotima 
OaNowa  ofthatima 

127)  Hava  you  fad  downhearted  and  blue? 

SaANofthaMmo 
fMoat  ofthatima 
3aA  good  bM  of  tha  lima 
2»Sama  ofthatima 
luASMoefSwtime 
O' Nona  ofthatima 

128)  DU  you  fool  amm  out? 


Sagamoofthodmo  . 
loASMoofStaSmo 
OuNana  ofthatima 


12S)  Hava  you  boon  a  happy  poraon? 


ISO)  DU  you  fsal  brad? 
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.  U1)  During  tha  put  4  waafc*.  how  much  of  *fta  tim#  has  your  pfiysKSl  i,Mlth  or  motional  pnM»ms  intorfafad  with  you  social 
adMMas  (Miia  visiting  with  friends,  ralativaa.  ate.)? 

AM  of  Mm  Most  of  Mm  Sam*  AMNaof  Non*  of 

Mm  Mm  «MMm  Mm  Mm  Mm  Mm 


How  TRUE  or  FALSE  it  aaeh  of  tha  following  atatomants  tor  you?  fCWS  yournaponm) 
132)  I  aaam  to  got  sick  a  MMo  aasiar  than  othar  paopia 

WPWmPJr  RMIJf  ftMnl  MOWy  UWVmPy 

tw  Mua  know  Mm  (Mm 


113)  i  am  aa  hooMiy  as  anybody  I  know 


OsHnttBly  yp|gy  Don't  MosOy 

Mua  Mua  know  torn  Mm 

133)  My  haakh  la  aacaMant 

|WhJm|u  IImiAj  fLint  ww — 

wWwmBy  mmij  uun  i  MQiuj  uvirapy 

Mua  Mua  know  Mm  Mm 


V. 

ThnfaMowira  aaka  a  anrins  of  — «*—  hMWUMMMurMik 

a^na  ^a  aaa  aga^^ama^a^a i  s^^gpi^aams^gp  imw  ywa aa  wnfM  ya^am  ^wa^a^a* 


1  2  3  4  5 

TbM  naat  aarfaa  of  quaabona  aaka  haw  ofton  oartain  MMnga  happan  at  your  jab. 

131)  __  How  oltondooo  your  jobroquira  you  to  work  vary  feat? 

1371  How  oban  doaaaour  iob  raouira  vou  to  work  vary  hard? 

1331  How  oOan  doaa  your  job  toaua  you  wMhMtdadma  to  gat  things  dona? 

133)  _  Haw  oban  to  Siam  a  grant  daai  to  gat  dona? 

140)  _ l  tow  MtonloOiara  a  marhad  Ineraaaa  toyourworbtoad? 

1411  l  tow  niton  to  tiara  a  maikad  ineraaaa  to  tha  amount  dfouneaifefelan 

141)  _ itowaOantotoamamatkadincraaaa  in  trow  feat  yaw  hmratoOdnlt? 

143)  _  How  Mian  am  you  gtiyalaaOy  aabauatotl  at  Mw  and  of  Mw  work  day? 

<441  HowolfewmyoumonfeOy  ertiai  wioilottha  and  oMhe  work  day? 


raoMbadonyouriob? 


(Pfoi  •  anight  vrtietl  Hrm  I  through  th*  appropriate  an*  on  tha  horiiantal  Mrm  Maw.)  Youevnmtha  mmrnnga  to  but 


i  vwv  i  vow  pool  mrvmoia. 


14C)  At  iwocfc:  Horn  twquftMy  do  you  find  your  hnganbmttMfoandtfmwa  making  jgjajauKLjMJddtD  mowwmntt? 
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1S2)  At  work:  How  fraquontiy  do  you  find  youraolf  moving  your  wrists  from  tide  to  tida  aithar  with  or  without  using  a  tool? 
Navar  I  I  Vary  Fmquandy 


1S3)  At  work:  How  fraquontiy  do  you  And  yoursalf  making  •  'ctothas-wringring  type'  motion? 


1S4)  At  work:  Howftaquandy  do  you  lind  yoursalf  making  a  •acrawdrivar  twiting  typa*  motion? 


Vary  Fiaouandy 


1M)  At  arork:  How  frsquantly  do  you  tnd  youraalf  making  a  ‘hammaring-typa*  motion? 


Ill)  At  i«ark’  How  fraouanOv  do  vou  find  voumaif  makkio  a  'oineMno  tvoa*  motion? 

wwfw*  w  ys^sa  aw^a  yaaaaa^^^i*  iv^^wrr  m  ^a  pmnawai  fiyp^^F  vaaaafi^a^ai  • 


V#fy  FfMHmmy 


1ST)  At  work:  How  frwquantly  do  you  find  yoursalf  making  a  ‘i 


'motion? 


vary  Fraquontiy 


ICS)  At  arork:  Haw  much  can  tha  configuration  or  iavout  of  tha  work  aurtea  at  your  workailo  ba  diangad  or  adjustad? 


Nat  at  all 


Vary  Much 


1M)  At  work:  How  much  eon  tha  haight  of  tha  work  aurfaoa  ba  adjustad? 


Vary  Much 


110)  At  work:  How  much  can  tha  location  of  tha  work  aurtaoa  ba  adiuatad? 


Vary  Much 


1«1)  At  wortc  How  ollan  M  tha  tool  that  you  uaa  ona  that  ia  suspandad  tom  aomaWng? 


IfS)  At  work:  How  Iraquontty  do  you  find  yoursaif  sorting  or  turning  pages  in  documonts? 
MWf  j  [ 

1M)  At  work:  Hour  fraquantly  do  you  find  yoursaif  holding  or  dialing  a  tsiaphona? 


1*7)  At  wortc  Hour  fraquantly  do  you  find  yourself  writing? 

I - 


- 1 

1C9)  At  work:  How  fraquantly  do  you  ind  youraotf  using  manual  hand-hold  tools? 

I - 1 

1»)  At  wortc  How  froquontiy  do  you  find  yourself  using  your  palm  at  a  striking  tool? 

Hour  |  |  Vory  Frequently 

170)  At  wortc  How  frequently  do  you  find  yoursaif  manually  stapling? 


h 


_j  Vfy  Fupmntly 


171)  At  work:  How  frequently  do  you  find  yourself  using  your  fingar  or  thumb  as  pressing  tool? 

«"»  |  I  Vary  FiaquaitUy 

172)  At  work:  How  hoquantly  do  you  find  youraotf  grasping  objects  with  your  hands? 

Hour  j  j 

179)  At  wortc  How  fraquantly  do  you  find  yourself  picking  up  smal  objects  in  your  fingers? 

I - 1 


174)  Do  you  wear  bifocals  while  working? 

Vas  No 


170) 


OS 

10 


NoMogatas 
Vary,  eery  easy 
Vary  assy 
Kasy 


Vary  hard 


mow#  kpwi 


.  ITS)  Rale  9w  dogma  of  physical  exertion  or  effort  you  boliavt 
It— i nrialad  vrth  a  hiahhr  demanding  davatwarfc 

0  NoWngatai 

OJ  Vary,  vary  easy 

1  •  Vary  aaay 

2  bay 


Hart 


7  Vary  hart 

• 

9 

10  Vary,  vary  hart 

AN— abort  Vfra  or  No  k>  (he  Mowing  work  #nnironment 
Would  you  My  «MI  in  your  job  you: 


177)  Work  at  a  (bread  peon . 

.  Yaa 

No 

179)  Work  totaling  ahMs . 

..Vao 

No 

179)  An  roquirod  to  work  ovortima _ 

. .  .  Yaa 

No 

1b)  Have  horrible  work  hours . 

Yaa 

No 

1  SI)  Work  aorving  the  public . 

. . .  Yaa 

No 

1S2)  A  dean  work  mm. 


Wry  Somewhat  A  Mate  Notatal  Coni  airtimim 
1  2  9  4  9 


IIS)  A  quiet  work  ana. 

Vary  Samartni  AMa  Notataa  Caraeatemww 

1  2  9  4  9 


lb)  A  aowdbrloblo  air  quoKy  Qn  tamo  of  uauol  tawpanlun. 

Vary  Somewhat  A  Mo  Natataa  Cara  ana  warn 

1  2  9  4  9 


4i§|  a  mum!  oaoo 
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1b)  A  work  apaco  appropriate  tor  9n  job. 

Vary  Somawhat  AMa  Hotatal 
12  9  4 

1ST)  A  rtst*pooo.  . 

ibm  a  ||M  M  al 

ww»  f  WbinM  MIOT  iblHb 

12  9  4 

1b)  PhyacaMy  strenuous. 

Vary  Somawhat  AMa  Netatal 

12  9  4 

lb)  nopobva. 

Vary  Somewhat  AMa  Nrtrtaa 

12  9  4 


Crtlt 


9 


Conti 


9 


Cantdrtannfci 


9 


Conti 


9 


1M)MantaNy  demanding. 

Vary  Somawhat  AMa  Notatal  CanlOrtamarv 

1  2  9  4  9 

191)  A  high  workload. 

Vary  Somawhat  AMa  Not  at  ad  CanlOrtarmim 
1  2  9  4  9 

192)  Raaoureaa  for  oorformino  work  taaka  modHv  avotfoble. 

Vary  Somawhat  AMa  Notataa  CanlOrtomana 

1  2  9  4  9 


Vary  Samawhat  AMa  Netatal 
12  9  4 


194)  Workers  loaf  praoaurod  to  kaop  working 

Vary  Samawhat  AMa  Notatal 
12  9  4 


Cantt 


9 


Cantt 


9 


199)  Job  adMMo  an  ooniroSM  by  9ia  wotkats. 


vary  Somewhat  AMa  Notatal  Cant  Oat 

1  2  9  4  9 


Vary  Sarnawhot  AMa  Netatal  Cowl  OMtmini 
1  2  9  4  9 


1b) 


Notatal 

4 


Cantt 


i 


2 
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T 


Natatal  Canldatamwia 
4  9 


Notatal  CanlOatamww 
4  9 


Notatal  Cant  aat 
4  9 


Notatal  Caniaatanrana 
4  9 


201)  Good  Job  aacurity. 


Notatal  Caniaat 
4  9 


202)  Wotfcarsara  aatiaiad  with  thair  jobs. 


Notatal  Cant  datawnina 
4  9 


du&to 


auparviaort  to  aaaist  tha  ratum  of  injwad  woman  to  I 


Fairty  (Man 


201)  ObiatylrbininoooeuwaaoiooulMObttflloiiowtMion 


symptoms  coma  back  to  work. 


Fairty  Oban 

Oban 


207)  Emptoyaas  participata  in  praMom-aolving  and  dt 
waking  as  a  ragutar  part  of  company  oparabona 


Fairty  Oban 
Oban 


would  haip  you  ratum  to  work  or  work  more  comfortably,  howlikatv  do  you  think  your 


jBUm  a  IUa  |  anwwNw^  «Ma  — —  *- - t - * — * - —  —  — jinaaiinil I 

(HM  I  OT0m  WrVCV  VW  |  WOUpi  W  flPPrUprMIV  IfN  Or#  wW  nOnMOrnm  0990W  HOI  OOtwi/ 

Von  oanuaaiha  antra  tango  to  boat  indfcata  youranawar. 
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21J)  How  many  people  work  far  your  company /local  organization?  (an*  on*) 


Power  than  50 


Mora  than  SO 


Uaandtan  da  mmvAaMlNnilB  younalfaihan  vou  an  in 
pain? 


mOJ|  Mta  MUi  I  ioAl  !•*«  hamiii  Ifi  n«|  MfHi  ||^|a* 

zif)  its  wnM  mo  i  ini  its  in  (ong  id  pvi  «ny  muii. 


217)  I  worry  altho  tima  about  whatharRwM  and. 


notataa 

0 


quMaoM  chon 

2  3 


netatai 

0 


210)  Ifa  awtol  and  I  toal  that  a  owarwhalma  ma. 


218)  I  tool  that  l  cant  aland  It  anymora. 


aoiataa 

0 


notataa 

0 


218)  I  toal  my  life  ianl  worth  living. 


I  toal  Hia  l  coni  go  on. 


oat  at  ai 
0 


leaM  ollan 

2  3 


notataa 

0 


quCaabi 

2 


220)  BaaadontfwaNthothingayoudoloeopo.ordaalwilhyouraympioma.onanawMagoday.howmuehconimldoyautooia 
you  have  over  thorn?  (Ptoca  a  Mtmght  vorOeanina  \  through  (ho  appioprioto  ana  on  ttm  honzontai  baHm  aaeh  oua^ion) 
You  can  uaa  Pm  onto*  tango  to  Port  indieata  your  anamr. 


2211 1  team  din  hauan  and  da  namaMnn  men  ai  aoina  Is  lha  immh  or  ihoaaina 

Ml)  a  mw  iwimo  wrw  iw  •wir wwwr owpi  ■■  pwnr^  iw  aa^w  nwvwo  w*  mw^r|r**i^» 


notataa 

0 


la  a  M  ellon 

2  3 


222)  I  mod. 


notataa 

0 


naan  aha 

2  3 


notataa 

0 


224)  I  do  anything  to  gat  my  mind  olMha  pain. 


220)  IdoaomaMnglonjoy.auchi 


tan  aha 

2  3 


notataa 

D 


n  a  at  am 

2  J 
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10  20  30  40  50  60  70  80  90  100 


»» - 

ffrj  SPWn 


(USE  NUMBERS  FROM  0-100 


•ro  you  tel  you  wM  bo  abio  to  item  to  your  fob? 


VL 


*4*» 


tooteBM? 


*44| 


wrtortrttatw 


*4«) 


MS) _ How  cortrtn  no  you  about  whrt  your  wpowBrtrttoowB  bo  ort  worth*  bowinoW? 

24?) _ If  you  tort  your  job,  how  eortainwo  you  tort  you  could  «4>portyouwrtf? 

244) _ Howtowlyto*torttoto*nrtrtlowyoortyaurjoburtb*roplBC*dbycowprtw*arjii*JilnM? 


Mb)  How  oortrtn  m  you  «Mt  your  job  wrt  bo  wrtfe*  for  you  whon  you  ora  Mo  to  «*■»  town*? 


81 


Ml)  I 
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'  ThaMowingasks  asariss  of  questions  ragarding  how  you  Mw  your  work  Using  tho  icalo  boiow.  ptoaaa  answer  Vis  Mating 
questions  about  your  wort  situation  by  pioeing  the  number  that  corresponds  with  your  onowor  in  tw  Monk  by  oach  question. 


MI)  ___  in  my  workgroup,  people  cannot  sflord  to  raiox. 

203)  In  my  workgroup,  there  is  constant  pressure  to  keep  wotting. 

9001  In  mv  mailuHnun  Omm*  a  saraa  of  uraanev  about  aanlNiw 

■^1  n»  ufj  wviii|pvii|ri  w  iwt  w  iw  mi  wmw  v*  wyvMwj  mwwi  f  vti  jumi^i 


(nvBiJ  infm  vWRV  mw  |  vioiip?  wv  mv  on  wo  noniontm  mvo  ommvk f?  ipvioin/ 


f 


iW|  I  oomv  my  vnooyvr  iot  my  uppvfavxuoimy  pnwwn. 


Tha  Mowing  is  a  list  of  reactions  that  your  j 
•ontayit  may  have  had  to  your  work  injiffy. 
apply*  your  t 


270)  If  YES  lo  tha  above  quastion.  Who  contaclBd  you? 
fdmck  at  that  apply) 


287)  Your  suporviaorfemployor 

Blamed  you  tor  the  injury 
^ ^ .khs  hetpM 

Who  angry  8ml  you  wars  df  wwk 
^ _  uw  fioi  dpmm  iMPnymng  ms  wrong  wwi  you 
Wsa  eager  tor  you  to  ratiim  to  work 

_ Didn't  want  you  to  No  a  claim 

_ WanM  you  to  Me  a  claim 

_ MadnoraacMon 

_ Othar  (Explain) _ 


SM)  VOsidd  you  say  your  SMMkanlioadions  to  your  woik 
May  warn: 


MO)  DM  anyona  oomact  you  lo  ask  hoar  you  wars  doing  Mar 
your  woik  injury? 

_ Yaa  _ No 


271)  Arrange  for  reduced  hours  until  able  to  work  pre-tijut) 
hours 

Yaa  No 


272)  Arrange  a  OoxMs  work  schodulo 
Yaa  No 
272)  PiomMs  apodal  oaWng 
Yaa  No 

274)  ModOy  toe  layout  or  equipment  in  the  area  where  yoi 
work 

Yaa  No 


27«)  Oltwr  (wtptmn) 


Whan  you  think  about  how  your  wnpioyar  raapondad  Id  your  work  injury,  hew  hMM  am  you wNh Owl feiwninfl? 


fesJ 

■K2M 

ir,IN  ■ 

i 

2 

3 

4 

5 

8 

Pttm 

i 

2 

3 

4 

5  . 

8 

i 

2 

3 

4 

5 

8 

i 

2 

3 

4 

5 

8 

Compared  to  job  you  mm  doing  *nan  your  work  injury  occurred.  how  oHon  do  you  iwva  to  do  00 


I  ImMlMM  iW 

1  Igwo  vturWfclwMy 


Your 


win*  Job 
Wpifc  Injury 


■  tfiantfM  Job  w 

VaurMwktnjunr 
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202)  Cheek  which  one  batow  bast  describee  how  your  work 
injury  OOM  affects  your  work  statu*: 

_ Because  of  my  wwork  injury.  I've  changed  jobs. 

Boon— of  my  work  injury,  I'm  on  tight  duty  or 

eiiemste 

l  am  unable  to  wvork  because  of  my  work  injury. 
_ I  have  boon  laid  off  or  brad  Bogouat  of  my  work 

injury. 

i  have  changed  joba  ainoe  (data),  bid 

Ihia  ia  off  rotated  lo  my  work  injury. 

_ I  am  not  working,  but  Ihia  a  net  raiatad  to  my  work 

injury. 

Mo  aiiaet:  I’ve  baan  wotfcino  at  lha  aama  job  ainoa 
_ (data). 


299)  Ara  you  a  mambar  of  a  union? . Van  No 


204)  Hava  you  consubad  an  allomay  ragarding  your  worker’s 
oompcnsiDon  awnr . . . .  tot  vot 


2M)  Ara  you  currandy  involvad  in  legation  ragarding  your 
workar’a  eompanaabon  daim? .  Yaa  No 

Haro  are  some  gussbene  about  your  current  job.  The 
quoabona  ara  intandad  to  apgty  to  al  work  anvironmants. 
Howavar.  aoma  words  may  not  ba  qulla  aubabia  foryour  worn 
environment.  For  saamglSa  tha  form  auparvioor  is  msaM  to 
ralortothabeaa.  managsr.  dapartmant  haad.orthaparaonor 


pieeoe  check  NA.) 

Note:  W  you  dent  have  a  auparvMoc,  ptaaaa  piaaaa  shack 


29*)  Do  you  tat  wNttNNwamgloyaaa  about  your  work 
grobtoms? 

NMT  asMom  SamsWwaa  FaMy  Obsn  NA 

Obon 


200)  Dost  your  supervisor  criticize  you  ovar  minor  Brings 

Nsvsr  Seldom  lamobnws  FaMy  Obar* 

Obsn 

29t)  Do  you  havo  conflicts  wbhyourco  wotkars? 

-  faLjMi  NaaglMMA  ffqkbi  ADm 

NWVT  oWBQm  WnMiml  W* 

Obwi 

900)  Do  you  hava  conbida  wbh  your  supervisor? 


101)  Oo  you  get  adsquaM  recognition  tor  your  oorrbfbudoi 
work? 

« -  -  -  ffailbf  ADm 

imvr  OTOTm  WIOTH  “Ptf  mNPI 

Oban 

902)  Is  thora  constant  prossura  to  hoop  working? 

Nowar  Seldom  SomoOmoa  FaMy  Oban 

Oban 

909)  Ara  rasponaibiMias  at  work  doarly  defined? 

Nowar  SaMom  SamaSmao  FaMy  Oban 

Oban 

904)  te  your  work  laaby  chaNanging? 

Nawor  SoMam  SatnaMmaa  FaMy  Oban 

Oban 

900)  Does  State  seam  lobe  a  rush  or  urgency  abort 
avarything? 

Nowar  SaMom  lanwtimaa  FaMy  Oban 

Oban 

900)  Can  you  use  your  owmM»adva  to  do  things? 


nr) 


SOT)  Are  State  unpmaaant  physical  condMons  on  your  |P 
euehae  too  much  noiea.  duet  ate.? 

Nowar  SaMom  Samaimaa  FaMy  Oban 

Oban 
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«U 

( Hmi  aaw^v«/tica/irM|l!ftrQU0ft0w«pprqp'toteaf»aort0>a/Mrfzonte/6a^aacft4UM6on; 

You  eon  urn  thoonOnnngo  to  boat  indieoto  your  mtmor. 

S08)  lamaatisiadwNhlha  way  my  spouaa/lovar /friamta/iaMwaa  tafc  things  ovar  with  ma  and  sharapraMams  with  ma. 


S00)  I  gat  alone  wai  with  my  apeuaa  /  lovar  /  Manda  /  iwMtoat. 


S10)  N iaaaay far malo talk with  my  apouaa/levar /Manda /ratatvas. 


311)  I  can  iwly  on  my  apouM/lovar/ Manda /laiatvaa  whan  things  gat  tough  at  wwfc. 


SIS)  My  apouaa  /  tovar  /  Manda  /  ratatvas  are  willing  to  liatan  to  my  paraonai  probisms. 


SIS)  My 


-*23)  I  am  happy. 
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VIII. _ _ 

A  numftar  of  statements  which  people  hava  usad  to  describe 
themselves  aia  givan  below.  Read  each  statement  and  than 
c*da  tha  appropriate  number  below  aaeh  question  that 
corresponds  to  your  taaponaa  indicating  hew  you  gmrnnty 
•Ml.  There  am  no  right  or  wrong  answers.  Do  not  spend  too 
much  ttma  on  any  ona  atatamant  but  giva  tha  anawar  which 
aaama  to  daacriba  how  you  gansmiy  faal.  Ptaaaa  chela  your 

*14)  I  Haul  ptaaaant 

1  2  3  4 

MmamHmm  la waemoa  OAan  Almost  AJwayv 


*18)  I  tha  quietdy. 

1  2  3  4 

Amoatwawar  lomaamaa  Orian  Almost  Always 


Hi)  I  foal  Rka  crying. 

12  3  4 

MmmNmm  lomaamaa  Orian  Almost  Always 


317)  I  wish  I  could  ba  as  happy  aa  othora  saam  to  ba. 

1  2  3  4 

ttnoatNovor  Somownaa  Orian  AlmoaiAlweys 


311)  I  am  losing  out  on  things  bacausa  i  can’t  make  up  my 
mind  soon  enough. 

i  2  3.4 

Amoatwanar  lomaamaa  Orian  Almost  Always 


*18)  I  foot  raatad. 

i  2  3  4 

AlmaaiNmmr  lomaamaa  Orian  Aimoat  Always 


320)  l  am  *08*0.  cool,  and  colacf  d.* 


321)  I  faal  that  dfficulties  aia  piling  up  ao  that  I  cannot 

jwiwaaMmm  OO^^mwa 

1  2  3  4 

ASnaatNamr  lomaamaa  Orian  .  AAnaoi  Always 


322)  I  wotrytoo  much  over  something  that  raaly  doesn't 
mattar. 

1  2  3  « 

Aanoat  Never  lomaamaa  oaan  Aimoat  Mmyi 


1  2 

AkaMMA 

aw>^Mil^9 

3  4 

Orion  Aimoat  A 

324)  1  am  inclined  to  taka  things  hard. 

1  2 

3  4 

Orian  Almost  Al 

328)  1  lack  <H<onWnct. 

M  j 

I 

! 

3  4 

Orion  Ahtioaa  Alt 

321)  1  Iasi  secure. 

N  | 

i 

I 

3  4 

Orian  AknaatAiM 

327)  I  try  to  avoid  facing  a  crisis  or  difficulty. 

1  2  3  4 

AawoatWmmr  Somoamea  Orian  M— Ariatj 

123)  I  foal  Mm. 

1  2  3  4 

AanootNavar  Somoamaa  Orion  AlmaMAlwat 


329)  I  am  content. 


330)  Soma  unimportant  thought  runs  through  my  mind  and 
bothers  me. 

12  3  4 

Aimoat  Nawar  lomaamaa  Orian  Almost  AMey 


ttl)  I  taka  dh appointments  so  keenly  that  I  cant  put  thorn 
out  of  my  mind. 

1  2  3  4 

AanaatWmiar  lomaamaa  Orian  Aimoat  Atom 


332)  lam  a  steady  patson. 

1  2  3  4 

ASnoatNmmr  lomaamaa  Orion  naimai  aiwayi 


333)  I  gat  in  a  stats  of  tension  or  turmoil  as  t  think  ovar  my 
meant  concerns  and  mtstasts. 
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(PHooo  otoi9htyoitieolKno\thioughlhotppnpriaiooiooonthohorigontalbolomotehouo$lion) 
You  eon  use  tfie  antfe  range  id  but  Meat*  your  answer. 


3M)S(nce  your  currant  carpal  tunnel  syndrome  problem  began,  how  successful  haw  you  bMn  in  coping  with 
stressful  situations  in  your  life  (tor  example,  iinancos,  spousa  conflicts,  chadrsns’  bohavior)? 


338)  '  I  must  keep  working  this  way  despite  my  discomfort  or  the  quality  of  my  work  wi  suffer.* 


338)  a  i  cant  taka  off  from  work  because  this  piacs  would  fail  apsrt  without  ms.' 


337)  *  I  cant  taka  off  from  work  because  l*d  be  letting  down  or  burdening  my  co  workers.* 


338)  '  I  cant  take  off  from  work  because  I'd  be  letting  down  or  burdening  my  boss.* 


338)  *  I  cant  take  off  from  work  because  I  need  to  keep  my  nose  to  the  grindstone  and  work  as  much  as  I  can  to  keep 


340)  *  I  cant  take  off  from  work  because  It  wiU  negatively  aflect  my  evaluations,  promotion,  and  job  security  .' 


341)  *  I  cant  take  off  from  work  because  other  people  at  work  wff  think  lees  of  me.* 


i) _ Yea  No 


343)  Did  you  have  many  stresses  in  your  Ns 


Yes  No 
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844)  DM  you  mportonoo  physiol  oymptoms  (protolwns)  most  of  the  tbna  bttpft  yflur  CUfTtftt  CUMl 

tuiMl  «vndram»  PfDhiam  haaan?  (eirctoono) . Y«l 


(Pirn*  a  straight  *•**•!**•  |  through  thaappmpriataamaon  the  horizontal  blow  aach  quasbon) 

You  can  uaa  tha  antira  ranga  to  bast  indicata  your  ansmr. 

348)  At  work;  How  ftvqiwntty  do  you  find  yourself  concomod  about  planning  afltaantty  and  finding  usafU,  dtactbm 
solutions  to  pratotoms? 


847)  At  work;  How  frequently  do  you  focus  on  the  positive  aspects  of  situations? 


;m>)» 


c 


Follow  Up  »:  1  2  3  4  8  •  (cfethem) 


chock  ono  job  typo  that  boot  doocriboo  the  kind  of  work  you  am  currant*  doing. 


cm,  truck,  or  bus  driver  conductor 


private  ooofc,  maid,  chid  cava  woricar 


2)  How  long  Itava  you  hald  your  eunant  job? 


3)  Is  your  job. . .  (dido  ana) 


toyourworit? 


7)  If  Yus.  has  your  weik 


to 


orUghtdufy’a'otM? 

No 
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•)  If  Yes,  how  much  work  did  you  mi**  in  the  last  month  due  to  this  pruowm ;  - deys - *"#k* 

10)  Have  you  not  bMn  able  to  work  at  all  due  to  work-relaled  injury? 

Yea  No 


11)  Checkwhichone  below  best  describes  how  your  wort  injury  rat  affects  your  work  status: 
_Bocauao  of  my  work  injury,  I'vo  changed  jobs. 

___Because  of  my  work  injury,  I’m  on  light  duty  or  aftamtfa  work. 

_ I  am  unabia  to  work  because  of  my  work  injuy- 

_ I  have  bean  laid  off  or  Nod  bacauM  of  my  work  injury. 

_ I  have  changed  jobs  time _ (dato).tUtois  is  [Urelatod  to  my  work  injury. 

_ J  am  not  working,  fed  this  is  osttetolad  to  my  work  injury. 

_ .No  effect;  I've  been  working  al  the  aame  job  ainoe _ (dale). 


each  question). 


(dreie  one  answer  1 


12)  How  severe  is  Ihe  hand  or  wrist  pain  that  you  have  at  night? 

1  I  do  not  have  hand  or  wrist  pain  at  nighL 

2  MU  pain 

3  Moderate  pain 

#  9MV  pWi 
S  Very  severe  pain 


13)  How  often  did  hand  or  wrist  pain  wake  you  up  during  a  typical  night  in  the  past  Seo  weeks? 

1  Haver 

2  Onoe 

3  Two  or  three  tones 

4  Four  or  tore  tones 

5  More  «wn  tore  tones 


14)  Do  you  typicaPy  hove  pain  in  your  hand  or  wrist  during  toe  daytime? 

1  I  never  have  pain  during  ton  day 

2  I  have  m«d  pain  during  the  day 

3  l  have  moderate  pain  during  toe  day 

4  l  have  severe  pain  during  toe  day 

5  l  have  very  aavara  pain  during  toe  day 


IS)  How  often  do  you  have  hand  or  wrist  pain  during  toe  deytone? 

1  Haver 

2  Once  or  twice  e  day 

3  Three  to  tore  tones  a  day 

4  More  than  five  tones  day 


It)  Hew  long,  on  average,  deaa  an  episode  of  pain  last  during  the  oey  time? 

1  I  never  get  pain  during  the  day 

2  Lees  tion  10  minutes 

3  lOtoflOminulee 

4  QiaaleMhaneo  minutes 

5  The  pain  ieaonetant  throughout  the  day 


IT)  Be  you  have  numbness  (tees  efsonaation)  in  your  hand? 

1  No 

2  I  have  mid  numbness 

3  l  have  modonaa  numbnoee 

4  I  have  eavara  numbness 


It)  Do  you  hove  weakness  in  your  hand  or  wrist? 

1  Newoaknaee 

2  MM  weakness 

3  Moderate  waaknaes 

4  Soveta  waaknaes 

5  Very  eavara  weakness 


It)  Be  you  have  tingling  oonaatone  in  year  hand? 

1  Notovdna 

aw 

2  MM  tingling 

«  moqpm  ingang 

n  9VWS  HMiyMiy 

S  Vary  eavara  tingling 


23) 


Ptaaao  mm  the  aavarity  of  your  pain  during  tha_6a&ja*»fe- 

(Ploeo  a  Mtnigltt  vortical  Hrm  [fftrougft  tha  appropriate  araa  on  tha  horizontal  Una  bakm.) 

You  can  uoathaantoaranga'lo  bast  Meats  your  answer. 

No  pain  | _  '|  Savarapoin 

34)  Plaooa  dwelt  al  of  «m  Mowing  tfwrapios  that  you  hava  had  far  any  typa  of  pain  or  othar  praMam  in  your  hands,  wrists,  arms 
ahouMara.  or  nock: 

MEDICAL 

_ Norwtwoidd  and  kflammalory  drugs  (La.,  Ifauprafan,  Naproxan.  Naprosyn) 

Oral  MaroMa 

__  Local  alaroid  in^sdiona 

Sugary  (jndtaaN  typa  and  proMatn) 

IJfP* _ 

_ Ottwr  (spadfy) _  praMam _ 

PHYSICAL  THERAPY: 


PSYCHOLOGICAL 


_ Odwr  (spadfy) 


2«)  ThinkaboutaNthoaxaminalions.taslnnonts,  and  VwrapyyouYo  had  tor  your  work  injury.  Hw»  much  pain  or  diacondort  how 

had  tnom  thaaa  axaminalinna.  kaaanann,  or  therapy? 
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Ml. _ _ _ 

On  a  iypfea/dfy  during  the  bSEjESSl  haw#  hand  and  wrist  symptoms  esusad  you  to  hove  any  difficulty  doing  the  adiv£es 
Hstod  below?  Please  circle  one  number  that  best  describes  your  ability  to  do  the  activity. 


H)  Writing 

1  NodHHculty 

2  Mid  difficulty 

o  MOwm  unwmwy 
^  MWIV  UHUCUiy 

5  Cannot  do  at  aldus  to  hand  or  wrist  symptoms 


32)  Carrying  of  grooory  bogs 

1  NodHHculty 

2  MHd  difficulty 

•  >  a  I  d  ■  ■Mia  dtfLtidlu 

9  moopMI  omcwiy 

4  Savors  dNHeulty 

5  Cannot  do  at  aldus  to  hand  or  wrist  symptoms 


'l  No  difficulty 

2  MHd  difficulty 

3  Modsrsts  difficulty 

4  Savors  difficulty 

5  Cannot  do  at  aldus  to  hand  or  wrist  symptoms 


I  nomng  ■  dour  wnnv  nsomy 

1  No  difficulty 

2  Mild  difficulty 

3  Mods  rets  difficulty 

4  Sovara  difficulty 

5  Cannot  do  at  al  dua  to  hand  or  wrist  symptoms 


1  No  difficulty 

2  Mid  difficulty 

3UiMdws^w  diMnidlu 
MHKMI 119  tniMMaiy 

4  Sovara  difficulty 

5  Cannot  do  at  an  dus  to  hand  or  wrist  symptoms 


14)  Typing/ keyboarding /word-procossing 

1  NodHHculty 

2  MHd  difficulty 

3  Modorata  difficulty 

4  Sovara  difficulty 

5  Cannot  do  at  as  duo  to  hand  or  wrist  symptoms 


»t  Afinaynn  mJt  a  |a|an|||k||a  ISMMadlas 

I  unpfung  or  ■  impnoni  nmoiv 

1  No  difficulty 
2  MHd  difficulty 
3  Modorata  difficulty 
#  «mv  onncuny 

5  Cannot  do  at  aH  dua  to  hand  or  wrist  symptoms 


3S)  Lilting  a  haavy  box 

1  NodHHculty 

2  MHd  difficulty 

3  MruterMa  rflffiaHtv 

fw  stww^e^a^vejy 

A  fi.ssra  pitfBmrflHf 
#  wVvflV  P*»WW| 

5  Cannot  do  at  aN  dua  to  hand  or  wrist  symptoms 


30)  Opaningorjars 

1  NodHHculty 

2  MHd  difficulty 

3  Modorata  difficulty 

4  Savors  difficulty 

5  Cannot  do  at  al  due  to  hand  or  wrist  symptoms 


3H)  Reaching  overhead 

1  NodHHculty 

2  MNddMcuNy 

9  moomwm  othgwvj 

4  Severs  difficulty 

5  Cannot  do  at  aldus  to  hand  or  wrist  symptoms 


31)  Household  chores 

1  NodHHculty 

2  MHd  difficulty 

3  Moderate  difficulty 

4  Sovara  difficulty 

5  Cannot  do  at  al  dua  to  hand  or  wrist  symptoms 


37)  Using  a  hammer  or  screwdriver 

1  NodHHculty 

2  MHd  dHHcuNy 

3  Moderate  difficulty 

4  Severs  dHHcuNy 

5  Cannot  do  at  aldus  to  hand  or  wrist  symptoms 


3S)  Hobbit* 

1  No  dMieulty 

2  MMdMIculty 

3  Modomto  dMieulty 

4  Bovara  dWHcuHy 

5  Cannot  Do  at  ai  duo  to  Hand  or  Wrist  SymM°m* 


Th*  following  Homs  relate  to  acSviies  you  mightdo  during  o 

typical  day.  Doo*  yoarbootnimf  )Wlnt»oMae0wibw7 
rdnalo  wour  IW80RM  for  each  fiMOonJ 


such  as  tunning,  Ung  heavy  objects 


YosSmSodaM  v*s, 


at)  Performing  your  Job 

1  NodMtadty 

2  MM  dMieulty 

3  Modomto  dMieulty 

4  Savor*  dMieulty 

5  Comet  do  at  aN  duo  to  bond  or  wrist  symptoms 


1  No  dMieulty 

2  MM  dMieulty 

3  Modomto  dHlleulty 

4  Savor*  dMieulty 

5  Cannot  do  at  all  duo  to  bond  or  wrist  symptoms 


41)  Picking  up  a  coin  or  other  small  object  in  yaurfingora 

1  No  dMieulty 

2  MM  dMieulty 

3  Modomto  difficulty 

4  Sovor*  dMieulty 

5  Cannot  do  at  oH  duo  to  hand  or  wrist  symptoms 


4S)  Msdsmto  aefNCtos.  such  as  moving  a  toMo,  pushing  a 
vacuum  doansr,  bowling,  or  playing  golf 

Yas,  indad  o  lot  Y*s.to«sd*MNs  So.Ncttodsd«« 

47)  UMng  or  carrying  gracorios 

Y*s,todsd*tot  Y«s.Cmtod*oato  No.Ndtod*dd« 

41)  Climbing  sommMHgbts  of  stoirs 

Yas,  Imftsd  s  lot  Yoo,  WWod  a  Otoe  No.  Not  anted  « i 

40)  Climbing  one  flight  of  stoirs 

Yas.  mood  a  lot  Yoa.UntadaOMe  No.Ntftntta**' 

■0)  Bonding,  knoding.  or  stooping 

Yas.lmSadotot  Yas.iemodetoa*  No.NdWOodai 


•1)  Walking  more  toon  o  milo 

42)  Stooping 

Yastododatot  Yes.  Mod  a  onto  No.  Not  mood  a 

1  No  dMieulty 

2  MM  dMieulty 

4  II)  Wrflrlno  aowmffflnrtrt 

5  Cannot  do  at  all  duo  to  hand  or  wrist  symptoms  voo.  wood  o  lot  Yoo.  wood  a  onto  No.NetarModot 


43)  In  gonoral,  would  you  say  your  hoolto  Is  (cbdo  ono):  S3)  Walking  on*  Mock 

m - -  Vary  Good  Good  Fair  Paw  Yoa.mwodatot  Yoo.MtodoMNa  Ho.  Not  wood  at 


44)  Competed  to  on*  ywer  ego.  how  wotM  you  iM*  your  galling  or  dressing  yoursdT 

hoaHh  In  gonoml  now  fdretoenoj? 

Yoo.  InWad  o  tot  Yeo.WWodetoHe  No.  NO  mood* 

■)  Much  bettor  Stan  on*  year  ago 

b)  Somewhat  bsdor  Stan  ono  year  ago 

c)  About  ti*  same  as  on*  year  ago 

d)  Somewhat  worn*  noorfian  on*  yoor  ago 
*)  Much  worse  than  on*  yoor  ago 


*  During  thapssf  4  waafcs.hava  you  tad  any  of  tha  Wowing  probtomo  with  your  work  or  otharrogulordaayactivitiooasaroortarj 
phyaical  tmalth?  (Cirei#ysaorNo*orsachiiwn) 


M)  Cut  down  trio  amount  of  lima  you  spont  on  work  or  othoractfvilios . Yaa  No 

H)  Aocornploriodloao  Own  you  would  Bfca .  You  No 

S7i  WmlMMinthoMntfofworfcorathoroclMiM . .....You  No 

M)  Hod  dHfcuSy  psrferming  trio  work  of  othsr  uOMHm  (far  aoampto.  H  took  sobs  short) .  Yoo  No 


During  IhopK  4  uioNtt.  hava  you  had  any  of  tha  (blowing  probtomo  with  your  work  or  otriarragulor  daily  adMiao  as  a  mao*  of  s 


•motorml  pnbhmt  (such  os  fMHng  doprsoaad  or  atoriouo)? 

M)  Cut  down  tha  amount  of  rims  you  spont  on  work  or  other  activities . . . Yoo  No 

•0)  4eoompKBriotflMtthonyouwouMliko .  Yoo  No 

•1)  Didn't  do  work  or  other  activities  so  comftrirK  as  usual . Yoo  No 


•2)  During  the  part  4  wseto,  to  what  extorrt  has  your  physical  heokhcrernotiorMprobtomsintottored  with  your  nomoiaoeiol 
activities  with  family,  friends,  noigriboro.  or  groups? 

Not  ot  oil  A  IMo  bit  Moderately  Quito  a  bit  Btoomoty 

•3)  How  much  bodily  poin  have  you  had  during  trio  post  4  nwote? 

Nona  VOtymiM  MM  Moderate  Savors  VerySsver 

•4)  During  trio  post  4  woefcs.  how  mueh  did  pain  interfere  with  your  nonnol  work  (indudinfl  both  wertt  otrisMe  trio  homo  and 
houoawortt)? 

Not  at  ail  AHUabit  Modotololy  Quito  obit  Srtromaly 


M)  Did  you  tost  to*  of  pep?  *)  Hava  you  boon  a  vary  narvouo  parson? 


laA  Htta  of  trio  tons 


ENNensoMriatons 


•7)  Hava  you  tet  so  down  in  tha  dumps  that  nothing  could 
shear  you  up? 

5  ANofthatima 
4  Moot  of  tha  ima 
3  AfloodMtofthetima 
2  NomooftwSmo 
1  A  NMo  of  tha  ima 
0  NonoofthoSmo 


•I)  Nava  you  Mtcabn  and  peoeaM? 

S  AN  of  the  time 
4  Maatofthatima 
3  A  food  bit  of  tha  Urns 
2  lame  of  the  ima 
1  ANMeofthoNme 
0  Nona  of  tha  Urns 


••)  Did  you  have  a  lot  of  energy? 

5  All  of  tha  Sms 
4  Moot  of  tha  bmo 
3  A  floodlit  of  tha  tima 
2  bams  of  tha  Urns 
1  ANtdoofthatima 
0  Nonoofthotims 


70)  Havs  you  fait  downhaartod  and  biuo? 

5  ANofthatima 
4  MoatofthatinN 
3  A  good  bit  of  tha  Urns 
2  Nomoofthotimo 
1  ANMoofthatimo 
0  Nona  of  ths  tims 


71)  Old  you  faol  worn  out? 

5  ANofthatima 
4  Maatofthatima 
3  A  flood  Ml  of  tie  ima 
2  Namaofthatima 
1  ANtba  of  tha  Sms 
0  Nona  of  tha  lima 


72)  Hava  you  boon  a  happy  parson? 

5  ANofthatima 
4  Maatofthatima 
3  A  flood  bit  of  tha  tima 
2  tomaafthatima 
1  ANtba  of  tha  bma 
0  Nona  of  tha  bma 
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73)  Did  you  fsai  tirad? 

5  ANofthatima 
4  Moatofthatima 
3  A  flood  bit  of  tha  ima 
2  tomaafthatima 
1  ANMaofthaima 
0  Nana  of  tha  ima 


74)  During  tha  put  4  nooks.  how  much  of  tha  ima  has  you 
phyMca/haaKhoromoionafpwOteiM  imartwad  wtlh  yc 
social  acMvlliaa(Ma  Nailing  wih  Wanda.  mteteas,  ate.)' 

AS  of  tha  Host  of  tha  Soma  of  AMdaef  Nona* 

tfena  thus  tha  ima  Swims  Swim 


Hew  TRUE  or  FALSE  is  aach  of  tha  Mowing  sMamsMs  tor 
you?  (CMS  mur  wpenai) 

71)  IsoomtogstaickaMMaoasiorihanolharpoopio 


7t)  I  am  as  hoaRhy  as  anybody  I  know 

.  DaMMy  MasSy  Don't  Mostly  Dates 

trim  sue  know  Mas  tew 


77)  laxpactmy  haaShtogotworsa 

Dsteiaty  MoaSy  Don't  Mostly  Dated 

tnw  tnw  know  teas  tew 


7N)  My  hsakh  is  SKoalant 
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*  IV.  Your  Mood : 

A  number  of  statements  which  people  have  used  to  describe  themselves  are  given  below.  Read  each  statement  and  tfwneMt 
appropriate  number  below  each  question  that  corresponds  to  your  response  indicating  how  you  goners^  feel.  There  are  non; 
wrong  answers.  Do  not  apand  too  much  tima  on  any  one  statement  but  giva  the  anawar  which  aaama  to  daacriba  how  you  pans 
taei.  Pteaae  circle  your  anawar. 

79)  I  faal  pleasant.  M)  I  am  happy. 


•0)  I  Pro  quickly. 

1  2  3  4 

AAtmmt  ftliMr  aam  Atm mal  akMus 

wwatiww  wnmnm  umn  NnteMMRVfi 


•1)  I  leal  Hke  crying. 

1  2  3  4 

Atmmmt  biauA»  mu*  Atayiat  ikiMiw 

RanBn  iwfm  wanvimvi  wnwi  wnm  WNiyi 


•2)  I  wish  l  could  be  aa  happy  as  others  aaem  to  be. 

1  2  3  4 

Almsal  Waver  Pamasmas  ONan  Almost  Always 


•3)  I  am  toeing  out  on  things  because  l  can't  make  up  my 
mind  soon  enough. 

1  2  3  4 

Almoat  Wavar  Samssmss  ONan  Almost  Always 


M)  l  feel  rested. 

1  2  3  4 

AflUn  Abnnat  Ahawua 


M)  I  am  ‘cairn,  cool,  end  collected.* 

1  2  3  4 

ASrmtWaver  Pamasmaa  ONan  Almoat  Alwnyv 


M)  I  feel  that  difficulties  are  piling  up  so  that  I  cennot 
overcome  them. 

1  2  3  4 

nunaiHmr  Pamalmaa  ONan  AtmattAtamys 


P7)  I  worry  too  mueh  over  something  that  ready  doeanl 
matter. 

t  2  3  * 

Amoat  Waver  Pamasmaa  ONsn  Almoat  Afcvey* 


PP)  I  am  inclined  to  take  things  hard. 

12  3  4 

Almost  Waver  Penwamoa  ONan  mm* 


P0)  l  lack  self-confidence- 

12  3  4 

Almost  Waver  Pamasmaa  ONan  mm* 


PI)  Ifaeiaacura. 

12  3  4 

ASweal  Waver  Pamasmaa  ONan  mm* 


P2)  I  try  to  avoid  facing  a  crisis  or  difficulty. 

12  3  4 

AtmmmA  biauer  ftMnMdeat  nHon 

wsiNiw  Wit 


PP)  l  feel  blue. 

12  3  4 

ASnoatWavar  Samaamaa  ONan  Aenoml 


PP)  I  am  content. 

12  3  4 

Amost  Waver  Pamasmaa  ONsn  mm* 


PP)  Some  unimportant  thought  rune  through  my  mind  an 
bothers  me. 

12  3  4 

ASeost  Waver  Pomssmso  ONan  aaneaiAM 


PS)  l  take  dia  appointments  so  keenly  that  I  cam  put  Pies 
of  my  mind. 

12  3  4 

Almost  Waver  Pamasmaa  ONsn  A—ssiAa 
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•7)  I  am  •  steady  parson. 

1  2  3  4 

AmmtMmm  8ema> mm  Often  Almost  AJwsys 


N)  l  gat  in  a  itate  of  tenaior  or  turmoil  as  I  think  ovar  my  raoant  concams  and  inlwuU. 

12  34 

nsn— Iftersr  lorwatlmas  Often  Almost  Always 


99)  RatathadagsaaafphyaicalaaartionorallortyoubaliayaiaMioeiaiaflwifta  ftataNdayatwortc. 


0  Nothing  at  afl 
OJ  Vary ,  vary  aasy 

1  Vary  aasy 

2  Eaay 

4te  IkAggJ 

*  MOOPMWj  mm 

A  hatrl 

4  oovnvwnn  nvu 

5  HarO 

• 

7  Vary  hard 

8 

9 

10  Vary ,  vary  hard 


100)  Rata  thadagraa  of  physical  aaartion  or  affart  you  baiava  is  aaaociatadvfith  a  MgMydtmudiMdlf**01*- 


0  Nothing  at  at) 


1  Vary  aasy 

2  Eaay 

3  Modarately  hard 

4  Somawhat  hard 
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